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Be  debus  ^ebtcts  Ct  Poltttds 

BY  ROBERT  B.  HOMAN,  JR.,  M.  D„  EL  PASO,  TEXAS 

MEMBER  OF  THE  HOUSE  OF  DELEGATES  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


DEATH  OF  COUNTY  SOCIETIES? 


A furor  has  been  created  among  the  medi- 
cal profession  and  the  organizations  of  the 
profession  by  the  new  Joint  Commission  on 
Accreditation  of  Hospitals.  The  preliminary 
releases  of  the  commission  relative  to  re- 
quirements of  staff  organization  and  staff 
and  departmental  meetings  have  awakened 
doctors  to  the  fact  that  perhaps  the  “tail  is 
beginning  to  wag  the  dog!”  If  these  staff 
meeting  requirements  were  enforced,  the 
hospitals  would  be  the  all-powerful  element 
in  the  medical  care  picture. 

Objection  to  the  commission’s  early  re- 
leases was  prompt  and  nation-wide  in  scope. 
As  a result,  the  requirement  of  monthly  gen- 
eral staff  meetings  was  amended  to  provide 
for  quarterly  meetings,  and  departmental 
and  clinico-pathological  conference  meetings 
were  covered  by  the  phrase  “each  service 
shall  have  frequent,  periodic  conferences, 
attended  by  all  its  members  — etc.”  Perhaps 
the  doctor  will  find  it  possible  to  spend  a few 
evenings  each  month  at  home  — after  all ! 

DOCTOR’S  WORK  SHOP 

Super-organization  and  over-emphasis  of 
organizational  duty  is  often  even  worse  than 
no  organization  at  all.  Admittedly,  the  hospi- 
tal, as  the  doctor’s  work-shop,  requires  his 
interest  and  co-operation  in  staff  organiza- 
tion and  policy  in  the  interest  of  adequate 
patient-care.  However,  hospital  staff  re- 
quirements must  not  be  allowed  to  dominate 
the  doctor’s  professional  and  private  life. 
Furthermore,  the  hospital’s  demand  of  the 
doctor’s  time  must  not  bring  about  the  death 
of  the  County  Medical  Society.  That  is  ex- 
actly what  appears  to  be  happening! 

In  various  wanderings  about  the  country 
in  official  and  non-official  capacities,  the 
writer  has  been  privileged  to  rub  elbows  with 
doctors  and  hospital  administrators  from 
many  parts  of  the  country.  I have  been  sur- 
prised to  find  open  animosity  between  some 
of  these  leaders  of  the  two  most  important 
branches  of  medical  service ! I have  heard  a 
hospital  administrator  denounce  members  of 
his  medical  staff  and  add  that  the  doctors 
could  not  get  along  without  the  hospital! 
He  apparently  did  not  want  to  admit  or  did 
not  recognize  the  fact  that  the  reverse  is 
also  true  — the  hospital  certainly  could  not 


get  along  without  the  good  will  of  the  medi- 
cal staff!  Obviously,  better  medical  care  is 
the  objective  of  all  concerned,  and  jealousy 
and  desire  for  power  have  no  place  in  this 
picture. 

HUMAN  BEINGS 

Let  us  hope  that  in  the  final  shake-down, 
the  Joint  Commission  on  Accreditation  will 
bear  in  mind  that  doctors  are  human  beings 
who  require  some  time  for  relaxation.  Let 
us  also  hope  that  some  time  is  left  on  the 
calendar  for  the  most  important  organization 
in  medicine  — the  County  Society  — mem- 
bership in  which  is  required  before  hospital 
staff  appointment  may  even  be  considered. 
For  the  good  of  the  whole  profession,  the 
County  Society  must  remain  the  scientific 
center  of  the  community,  and  the  social 
center  of  the  member  doctors  and  their  fami- 
lies. It  needs  a revival  of  interest  and  a little 
breathing  room  — not  a throttled  death. 

Dr.  Leland  Evans  Heads  N.  M. 
General  Practitioners 

New  officers  of  the  New  Mexico  Chapter 
of  the  American  Academy  of  General  Prac- 
tice, elected  at  the  Chapter’s  annual  meeting 
in  Roswell,  N.  M.,  November  14  are  Dr. 
Leland  Evans,  Las  Cruces,  N.  M.,  president; 
Dr.  A.  N.  Rosen,  Taos,  N.  M.,  vice-president; 
and  Dr.  P.  J.  Starr,  Artesia,  N.  M.,  secretary- 
treasurer. 

Scientific  papers  were  presented  at  the 
meeting  by  Dr.  J.  E.  Miller,  Dr.  E.  R.  Hayes 
and  Dr.  Eugene  P.  Legg,  all  of  the  South- 

MEDICAL  ODDITIES 

Secundum  Naturam 

From  Dr.  Maurice  Chideckel’s  “ Leaves  From 
A Doctor's  Diary ” Postgrad. 

Med.  12:A-18,  1952 

Two  year  old  Tracy  was  circumcised.  A 
week  later  the  father  complained  that  the 
operation  had  made  Tracy  an  oddity  and  de- 
manded a return  secundum  naturam.  As- 
surances that  one-sixth  of  the  world’s  po- 
pulation practices  circumcision  and  that  the 
procedure  is  perhaps  15,000  years  old  were 
of  no  avail.  “Make  it  like  it  was  or  else”. 
Any  suggestions? 

Clinical  Clippings,  February,  1053. 
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APHORISMS  AND  MEMORABILIA 
TRUTHS  AND  CONCEPTS  CONCERNING  POLIOMYELITIS* 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces,  N.  M. 


1.  It  is  very  important  for  physicians 
who  take  care  of  this  infection  of  the  nervous 
system  to  recognize  the  nature  of  all  of  the 
types  of  respiratory  involvement  that  may 
occur  because  the  management  of  each  is 
quite  different.  What  constitutes  good  ther- 
apy for  one  may  be  either  useless  or  contra- 
indicated in  another. 

2.  There  are  three  kinds  of  respiratory 
difficulty  which  may  develop  during  the 
course  of  poliomyelitis.  The  first  is  due  to 
involvement  of  the  musculature  of  the  chest 
and  diaphragm;  the  second  results  from 
paralysis  of  the  muscles  of  swallowing,  with 
consequent  pooling  of  fluid  in  the  hypopha- 
rynx  and  the  constant  threat  of  aspiration; 
the  third  appears  when  there  is  medullary 
involvement  with  interference  of  function 
of  the  so-called  respiratory  center.  Each  of 
these  produces  a clinical  syndrome  sufficient- 
ly characteristic  so  that  recognition  should 
be  quite  easy.  Each  presents  quite  a complex 
group  of  problems  in  relation  to  management. 

3.  For  the  patient  with  inadequate  respir- 
atory function  due  to  paralysis  of  the  chest 
muscles  and  diaphragm,  the  obvious  treat- 
ment is  the  application  of  some  form  of 
mechanical  respiration.  This  type  of  diffi- 
culty in  breathing  is  easily  detected,  since  it 
is  manifested  primarily  by  a progressive  de- 
crease in  vital  capacity.  Probably  even  more 
important  than  knowing  how  to  operate  the 
mechanical  appliances  that  are  available  is 
knowing  when  the  patient  needs  to  have 
artificial  respiration.  Delay  in  using  a respi- 
rator may  lead  to  trouble.  A good  rule  to 
follow  is  never  to  wait  until  cyanosis  appears, 
because  if  this  is  done,  the  possibility  of 
running  into  difficulty,  regardless  of  how 
well  the  artificial  respiration  works,  is  in- 
creased. The  most  important  matter  to  evalu- 
ate in  regard  to  the  use  of  mechanical  respi- 
ration is  the  vital  capacity. 

4.  A simple,  easily  applied  method  of 
determining  the  point  at  which  artificial 
respiration  should  be  given  which  has  been 
in  use  for  many  years  involves  asking  the 
patient  to  take  the  deepest  inspiration  pos- 
sible and  then  having  him  count  at  the  rate 
of  one  per  second  during  expiration.  This 
should  be  repeated  two  or  three  times.  When 


"'•'Extracts  from  a Discussion  by  Louis  Weinstein,  M.  D.,  Amer- 
ican Practioner,  April,  1953. 


the  count  cannot  be  carried  beyond  10  to  12, 
the  use  of  the  tank  or  other  type  of  mechani- 
cal respirator  is  immediately  indicated. 

5.  It  is  very  important  not  to  put  people 
into  respirators  when  they  do  not  require 
this  type  of  help.  A period  of  time  spent 
in  a tank  respirator  is,  at  best,  an  uncom- 
fortable if  not  frightening  experience  even 
for  a normal  individual.  For  some  patients, 
particularly  those  who  have  only  moderate 
chest,  muscle  and  diaphragm  weakness,  the 
tank  or  chest  respirator  is  very  useful  in 
relieving  fatigue  when  it  appears.  In  such 
instances,  mechanical  respiration  need  be 
applied  for  only  short  periods  of  time.  The 
patient  should  be  encouraged  to  breathe  with- 
out help  whenever  possible  but  should  not  be 
allowed  to  become  uncomfortable,  tired  or 
very  dyspneic.  Of  equal  importance  with 
placing  the  patient  in  a tank  respirator  is 
taking  him  out  of  it.  The  “weaning”  process 
should  start  within  a few  hours,  and  prefer- 
ably no  longer  than  one  day  after  artificial 
respiration  has  been  instituted.  It  consists 
of  opening  the  tank  for  a length  of  time  con- 
sistent with  comfort ; this  may  be  only  a few 
seconds  in  the  beginning.  The  aim  should  be 
to  increase  the  length  of  time  during  which 
the  patient  does  without  mechanical  aid  to 
respiration  and  then  to  increase  the  fre- 
quency with  which  he  attempts  to  breathe 
without  help  during  the  day.  Under  no  cir- 
cumstances should  an  individual  be  kept  out 
of  the  tank  to  the  point  of  great  discomfort. 
To  allow  cyanosis  to  appear  before  mechani- 
cal respiration  is  reinstituted  is  not  only 
dangerous,  but  cruel. 

6.  The  respiratory  difficulty  which  arises 
as  a result  of  weakness  or  complete  paralysis 
of  the  muscles  involved  in  deglutition  is  pro- 
duced by  pooling  of  fluid  in  the  hypopharynx. 
The  inability  to  swallow  or  cough  out  the 
fluid  leads  to  decrease  in  ventilation,  either 
because  of  aspiration  or  because  of  the  mere 
presence  of  what  is  in  effect  a “water  seal” 
over  the  entrance  to  the  air  way.  The  prob- 
lems encountered  in  this  type  of  respiratory 
distress  are,  in  the  main,  two:  one  involves 
keeping  the  pharynx  free  of  fluid  and  the 
other  preventing  the  aspiration  of  fluid 
which  may  be  present,  into  the  bronchial  tree. 
Success  in  the  management  of  these  situ- 
ations prevents  the  development  of  hypoxia. 
Postural  drainage  is  the  best  approach  to 
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successful  treatment  in  these  cases.  The  foot 
of  the  bed  should  be  elevated  at  least  three 
feet  from  the  floor  and  the  patient’s  head 
turned  to  the  side.  This  will  usually  produce 
very  adequate  drainage  of  the  mouth  and 
pharyngeal  secretions.  If  fluid  is  still  pres- 
ent it  can  be  removed  by  gentle  suction  using 
a soft  rubber  catheter  inserted  preferably 
through  the  nose.  One  must  guard  against 
too  frequent  or  vigorous  application  of  suc- 
tion, since  this  may  only  serve  to  further 
stimulate  the  flow  of  secretions  to  the  point 
where  they  cannot  be  controlled  by  the  usual 
means. 

7.  Because  of  the  great  danger  of  aspira- 
tion in  people  with  this  kind  of  bulbar  polio- 
myelitis, the  possibility  of  a complicating 
secondary  bacterial  pneumonia  is  a constant 
threat.  Chemoprophylaxis,  200,000  units  of 
crystalline  penicillin  G and  0.25  Gm.  of  step- 
tomycin  given  intramuscularly  every  six 
hours,  may  be  very  helpful  in  avoiding  seri- 
ous complicating  pulmonary  infections. 

8.  Tracheotomy  is,  on  occasion,  very  help- 
ful in  the  management  of  bulbar  poliomyel- 
itis with  paralysis  of  swallowing.  There  is 
considerable  disagreement,  however,  on  the 
indications  for  this  operation.  Aspiration  of 
the  bronchia]  tree  through  a tracheotomy 
opening  is  much  easier  than  by  way  of  the 
glottis.  With  a tracheotomy  tube  in  place, 
the  hazard  of  obstruction  of  the  airway  is 
much  reduced.  The  hypoxia  which  such  pa- 
tients may  suffer  without  any  clinical  evi- 
dence of  decrease  in  arterial  oxygen  satur- 
ation, may  be  eliminated  for  the  most  part. 
While  these  are  very  good  reasons  for  doing 
tracheotomy,  it  must  be  pointed  out,  how- 
ever, that  the  operation  still  carries  with  it 
some  degree  of  risk  of  complications  despite 
the  availability  of  chemoprophylaxis. 

9.  The  following  are  the  conditions  under 
which  tracheotomy  is  carried  out  in  our  clinic 
at  the  Haynes  Memorial  Hospital.  (1)  Re- 
peated episodes  of  atelectasis,  especially  if 
bronchoscopy  has  to  be  carried  out  more  than 
once  or  twice  to  free  the  bronchial  tree  of 
mucus  plugs;  (2)  in  pneumonia  complicating 
poliomyelitis  with  respiratory  difficulty,  the 
patient  may  be  unable  to  expel  purulent  exu- 
date from  the  lungs  due  to  inability  to  cough. 
In  such  cases,  a tracheotomy  opening  enables 
the  medical  attendant  to  aspirate  the  exudate 
from  the  trachea  and  larger  bronchi,  which 
usually  results  in  more  rapid  clearing  of  the 
infectious  process  in  the  lungs  and  prevents 
pulmonary  collapse  of  varying  degree;  (3) 
in  the  unusual  situation  where  it  is  very 
difficult  or  impossible  to  keep  the  hypo- 
pharynx  free  of  fluid  by  postural  drainage 


and  suction,  tracheotomy  is  prophylactic 
against  obstruction  due  to  aspiration  of  fluid. 
This  situation  has  been  quite  uncommon  in 
our  experience  and  we  have  performed  very 
few  tracheotomies  for  this  purpose;  (4)  an 
absolute  indication  for  insertion  of  a tube 
into  the  trachea  is  the  rare  instance  of  bi- 
lateral vocal  cord  paralysis  in  poliomyelitis. 
In  this  unfortunate  complication,  sudden  and 
total  obstruction  of  the  airway  follows  the 
assumption  of  the  cadaveric  position  by  the 
vocal  cords.  There  can  be  no  question  re- 
garding the  need  for  tracheotomy  in  this 
situation. 

10.  The  third  form  of  respiratory  diffi- 
culty appears  when  the  respiratory  center 
in  the  medulla  is  affected.  This  situation  is 
easily  recognized,  since  respiration  becomes 
totally  irregular  both  with  relation  to  spacing 
and  depth.  It  is  the  same  type  of  irregularity 
as  that  of  the  cardiac  rhythm  characteristic 
of  auricular  fibrillation.  The  tank  respirator 
is  of  no  value  in  this  situation  and,  on  the 
basis  of  our  own  experience,  appeal's  actually 
to  be  contraindicated  in  most  cases,  since 
synchronization  with  the  machine  is  often 
impossible  and  the  patients  are  quickly  fa- 
tigued and  may  actually  become  cyanotic 
while  mechanical  respiration  is  being  applied. 
The  treatment  of  choice  for  this  type  of  re- 
spiratory involvement  is  the  application  of 
the  electrophrenic  respirator.  It  should  be 
emphasized  that  this  apparatus  is  useless  in 
the  two  types  of  respiratory  difficulty  de- 
scribed above. 

11.  The  treatment  of  the  case  in  the  respi- 
rator in  the  warm  summer  months  may  be- 
come very  complex  because  of  interference 
with  sweating  in  the  hot  tank,  the  retention 
of  carbon  dioxide  that  follows  inadequate 
mechanical  respiration,  and  the  metabolic 
acidosis  resulting  from  inability  to  take  food, 
either  because  of  anorexia,  vomiting,  or  in- 
ability to  swallow.  One  of  the  greatest  boons 
which  the  tank  respirator  patients  could  re- 
ceive is  for  someone  to  devise  an  efficiently 
air-conditioned  tank. 

12.  A variety  of  gastro-intestinal  prob- 
lems may  arise.  These  include  obstinate  con- 
stipation, rectal  impaction  and  meteorism 
due  to  a combination  of  weakness  of  the  abdo- 
minal muscles  and  partial  paralytic  ileus. 
On  rare  occasion,  spontaneous  ulceration  and 
perforation  of  the  upper  portions  of  the 
gastro-intestinal  areas  may  appear  complete- 
ly unsuspectedly ; in  some  cases  the  physician 
may  be  totally  unaware  of  the  presence  of 
such  ulcers  and  learns  of  their  presence  only 
after  they  are  demonstrated  to  him  by  the 
pathologist  at  necropsy.  In  our  clinic  these 
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ulcerations  have  been  observed  only  in  pa- 
tients with  paralysis  of  the  chest  muscles  and 
diaphragm,  or  those  with  medullary  involve- 
ment, and  have  occured  in  the  duodenum, 
stomach  and  esophagus. 

13.  The  cardiovascular  system  is  often 
affected  during  the  course  of  poliomyelitis. 
About  25  per  cent  of  patients  with  this  dis- 
ease manifest  significant  electrocardio- 
graphic changes  during  the  acute  phase.  A 
few  develop  a severe  myocarditis  character- 
ized by  muscle  necrosis  and  infiltration  by 
polymorphonuclear  leucocytes.  More  often 
an  interstitial  myocarditis,  the  outstanding 
feature  of  which  is  an  increase  in  lympho- 
cytes, is  observed  at  necropsy.  Hypertension 
of  considerable  degree  is  present  in  many 
cases  in  which  respiratory  difficulty  of  any 
type  occurs.  The  elevation  of  the  blood  pres- 
sure in  these  instances  is  apparently  related 
to  hypoxia,  because  any  procedure  which 
accomplishes  adequate  ventilation  promptly 
produces  a return  to  normotensive  levels. 

14.  Pulmonary  edema  may  develop  sud- 
denly and  in  very  severe  form  in  individuals 
who  have  bulbar  involvement.  This  is  the 
so-called  “central”  type  of  pulmonary  edema 
and  probably  is  produced  by  the  same  mecha- 
nisms which  are  responsible  for  its  appear- 
ance as  a complication  of  cerebral  injury, 
intracranial  hemorrhage  and  abscess  or 
tumor  of  the  brain. 

15.  In  1949,  the  commonest  form  of  spinal 
paralytic  poliomyelitis  in  adults  was  quadri- 
plegia,  while  in  children  it  was  monoplegia. 
In  the  same  year,  the  fatality  rate  in  430 
patients,  equally  divided  into  those  over  and 
under  16  years  of  age,  was  nine  times  higher 
in  the  adult  than  in  the  childhood  group. 

PEDIATRICS 

A Hitherto  Unrecognized  Biochemical 
Difference  Between  Human 
Milk  and  Cow’s  Milk 

Gyorgy,  P.,  Pediatrics  11:98,  1958 

Lactobacillus  bifidus  predominates  in  the 
intestinal  flora  of  breast-fed  infants  in  con- 
trast to  the  mixed  intestinal  flora  of  arti- 
ficially fed  babies.  Gyorgy  found  that  human 
milk  and  colostrum  contains  a “growth 
factor”  for  a specific  strain  of  Lactobacillus 
bifidus  isolated  from  the  feces  of  breast-fed 
babies.  This  microbiologic  growth  factor  is 
different  from  all  known  vitamins  and 
growth  factors  and  may  be  responsible  for 
the  higher  resistance  to  infection  charac- 
teristic of  breast-fed  infants. 


POISON  IVY 

Exacerbation  Of  Ivy  Dermatitis  By  Rhus 
Antigen  Injections 

Reyer,  W.  A.,  Ann.  Allergy  11:91,  1953 

In  spite  of  vigorous  protests,  poison  ivy  ex- 
tracts continue  to  be  promoted  for  treatment 
of  poison  ivy.  The  author  reviews  four  cases 
of  exfoliative  dermatitis  following  rhus  an- 
tigen therapy.  Use  of  such  treatment  is  con- 
trary to  accepted  allergic  concepts.  “The 
patient  already  presents  a system  at  least 
temporarily  overwhelmed  by  rhus  toxin. 
How  should  we  expect  to  induce  improvement 
by  then  adding  a further  large  dose  of  such 
toxin?” 

Clinical  Clippings,  May,  1953. 


GANGRENE 

Relation  Of  Growth  Of  Hair  On  Digits 
To  The  Severity  Of  Ischemia 

Naide,  M.,  New  England  J.  M.  21*8:179, 1953 

Hair  growth  on  the  toes  reflects  the  circul- 
atory condition  of  the  parts  and  proved 
useful  in  assessing  the  severity  of  ischemia 
of  the  foot.  Age,  heredity  and  endocrine 
disorders  influence  hair  growth  but  only 
6 per  cent  of  normal  subjects  under  80  years 
of  age  had  hairless  toes.  It  is  most  signi- 
ficant that  10  of  17  patients  who  subs- 
equently required  amputation  had  no  hair 
on  the  toes  of  the  affected  foot  whereas  hair 
growth  on  the  digits  of  the  unaffected  foot 
in  these  patients  was  normal  in  amount 
and  appearance. 

Clinical  Clippings,  April,  1953. 


OBSTETRICS 

Ion  Exchange  Resins  In  The  Treatment  And 
Prophylaxis  Of  Pre-Eclampsia 

Carey,  H.  M.,  Obst.  & Gynec.  1:177, 1953 

There  is  considerable  evidence  that  excessive 
retention  of  sodium  is  associated  with  pre- 
eclampsia. Low-sodium  diets  are  thus  pres- 
cribed for  pre-eclamptic  patients  in  an  ef- 
fort to  prevent  or  reduce  excessive  water 
retention  and  edema.  Appropriate  exchange 
resins  can  be  advantageously  employed  to 
supplement  this  regime.  Resin  therapy  in 
this  series  of  patients  did  not  favorably  in- 
fluence blood  pressure  or  albuminuria  but 
such  treatment  did  make  it  possible  to  pro- 
long pre-eclamptic  pregnancies  and  reduce 
the  degree  of  prematurity. 


Clinical  Clippings,  May,  1953. 


Clinical  Clippings,  April,  1953. 
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KEEP  YOUR  POKER  HOT* 

(AN  EDITORIAL) 


The  Chairman  of  the  Board  of  Trustees 
of  the  Infernal  General  Hospital  was  sitting 
at  his  desk,  one  hoof  dangling  unheeded  over 
the  arm  of  his  chair  and  his  tail  twitching 
on  the  floor  beside  him.  Before  him  lay  the 
summary  of  the  Hospital’s  business  for  the 
month.  The  accounts  were  in  the  red,  patient- 
days  were  down,  costs  were  up,  the  help 
problem  was  insuperable.  In  short  every- 
thing looked  like  Hell.  Yet  he  was  down  in 
the  mouth. 

“Sir,  why  are  you  so  down  in  the  mouth,” 
asked  his  assistant  imp,  a fat  little  apple- 
polishing type.  The  Chairman  of  the  Board, 
without  looking  up,  jerked  a thumb  in  the 
direction  of  the  window.  “That’s  one  reason,” 
he  muttered  between  his  teeth.  “Look  at 
that.” 

Right  across  the  street,  where  only  the 
other  day  had  stood  a good,  tax-paying  brim- 
stone factory,  there  now  towered  a lofty  V.  A. 
hospital,  every  one  of  its  ten  thousand  win- 
dows glowing  red  in  the  light  of  the  torture 
pits. 

“We  needed  that  like  we  needed  a hole  in 
the  head,”  continued  Old  Nick,  for  it  was 
indeed  himself.  “We  were  having  trouble 
enough  making  ends  meet,  without  competi- 
tion from  that  overgrown,  irresponsible,  sub- 
sidized, political  monstrosity.  . . .” 

“Of  course,”  said  the  apple-polisher,  in  a 
tone  like  a K-Y  Jelly  Sundae,  “we  can’t  be- 
grudge anything  which  is  done  for  the  vet- 
erans. . . .” 

“All  very  well,”  the  old  man  shouted, 
jumping  up  and  standing  with  his  hooves 
far  apart,  his  tail  curled  over  his  arm,  and 
his  eyes  giving  the  effect  of  pinwheels  on 
the  Fourth  of  July,  “but  they  are  trying  to 
treat  all  their  relatives,  the  rich  devils  and 
the  poor  ones,  men,  women,  and  children,  for 
free.  And  besides  that,  where  do  they  get 
off,  paying  their  help  — with  our  money, 
mind  you  — more  than  any  of  us  are  able  to? 
For  Heaven’s  sake,”  here  he  paused,  rushed 
over  to  the  sink,  and  washed  out  his  mouth 
with  soap,  “how  does  the  V.  A.  expect  us  poor, 
self-respecting  devils,  who  pay  our  own  bills, 
to  get  along  if  they  are  going  to  lure  away 
our  purses  and  technicians?  That’s  a hell  of 
a thing  to  do  to  us!” 

Old  Nick’s  ordinary  tomato-like  complexion 
was  becoming  more  like  a beet,  and  his  fear- 
ful assistant  began  to  back  toward  the  door. 
When  on  the  subject  of  the  V.A.’s  interfer- 
ence with  the  Lower  Regions  Hospital  Sys- 
tem, the  old  man  had  been  known  to  clap 


his  heels  and  disappear  in  a cloud  of  sulphur, 
after  which  there  would  be  the  devil  to  pay 
until  he  cooled  down  again. 

“Well  — uh  — I was  about  to  suggest,” 
said  the  little  fat  imp,  with  one  hand  on  the 
doorknob,  “perhaps  if  enough  of  us  wrote 
to  our  Congressmen,  perhaps  Congress  would 
trim  the  V.A.  down  to  what  it  was  intended 
to  be,  and  then  maybe  real  veterans  would 
get  everything  that  is  coming  to  them,  and 
the  chiselers,  if  you  know  what  I mean,  would 
be  heaved  out,  and  the  V.A.  would  listen  to 
reason  about  where  and  when  to  build  hospi- 
tals, and  maybe  they  would  make  use  of  the 
hospitals  that  are  built  already,  and  . . .” 

“Phooey,”  said  his  boss,  “Congress  pays 
attention  just  to  votes,  not  letters.  But,  my 
boy,  if  you’re  so  full  of  ideas,  you  get  busy 
yourself  and  put  the  trident  to  your  Con- 
gressman ; and  while  you’re  at  it,  you  had 
better  get  a sheet  of  asbestos  for  everyone 
else  in  the  hospital  and  tell  them  to  write  to 
Washington.  And  see  that  the  letters  start 
going  up  there  on  the  next  hot  wind.  That’s 
an  order,  mister.” 

A few  days  later,  when  Old  Nick  had  all 
but  forgotten  the  matter,  the  little  fat  imp 
eased  into  his  office  again.  “Well,  sir,”  he 
began  tentatively,  “it  looks  as  if  we  started 
something.  We’ve  heard  from  Washington 
already.” 

“Oh  yeah?  Referred  your  request  to  the 
appropriate  committee,  I suppose.” 

“No,  sir!”  The  apple-polisher  was  so  eager 
that  he  almost  stuttered.  “The  Congressmen 
say  they  didn’t  know  anybody  had  any  fault 
to  find  with  the  V.A.,  and  why  the  devil, 
pardon  the  expression,  didn’t  we  tell  them 
before?  They  say  the  Hadean  Legion,  and  the 
Lower  Regions  V.F.W.,  and  the  Disabled 
Veterans  from  Below  are  all  demanding  that 
the  Veterans  Administration  should  admin- 
ister only  to  veterans,  and  then  only  for 
things  that  happened  on  account  of  being  in 
the  service.  The  Congressmen  say  they  al- 
ways have  the  good  of  the  citizens  at  heart. 
They  say  that  the  man  in  the  street  is  the 
backbone  of  America  and  need  only  stand 
up  straight  . . . .” 

“OK,  OK,”  broke  in  Old  Nick,  “that’s 
what  they  say.  But  you’re  not  through. 
You’re  going  to  have  to  keep  reminding  them 
that  if  they  don’t  produce,  all  Hell  will  be  on 
their  necks.  Keep  your  poker  hot,  my  boy.” 

After  the  door  had  closed,  Old  Nick  went 
over  to  the  window,  grasped  his  chin  in  his 
hand  and  stared  thoughtfully  at  the  beautiful 
building  across  the  street,  with  all  its  win- 
dows flickering  in  the  murky  light. 


* Reprinted  from  Norfolk  Medical  News. 
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DR.  ROBERT  B.  HOMAN,  JR.,  HEADS 
EL  PASO  COUNTY  MEDICAL  SOCIETY 


Dr.  Robert  B.  Homan,  Jr.,  has  been 
elected  president  of  the  El  Paso  County 
Medical  Society  for  the  forthcoming  year. 
Dr.  Homan  succeeds  Dr.  Maynard  S.  Hart. 

Other  new  officers  are  Dr.  Joe  R.  Floyd, 
president-elect;  Dr.  Newton  F.  Walker,  vice- 
president;  and  Dr.  Merle  D.  Thomas,  secre- 
tary-treasurer. 

Dr.  Homan,  the  son  of  Dr.  and  Mrs. 
Robert  B.  Homan, 
was  born  in  Colorado 
City,  Texas,  in  1904. 

In  1907  Dr.  and  Mrs. 

Homan,  Sr.,  moved  to 
El  Paso  where  Dr. 

Homan  established 
the  Homan  Sanatori- 
um, now  Southwest- 
ern General  Hospital. 

When  the  present 
Southwestern  Gene- 
ral Hospital  was  built 
in  1924  the  old  Homan 
Sanatorium  became 
St.  Joseph’s  Sanato- 
rium. 

The  younger  Dr. 

Homan  grew  up  in 
El  Paso  graduating 
from  Lamar  Grade 
School  and  El  Paso 
High  School.  He  at- 
tended the  University 
of  Texas  (1922-26), 
where  he  played  on 
the  football  team, 
and  was  graduated 
from  the  University 
of  Texas  Medical 
Branch  in  Galveston 
in  1930. 

In  1933  Dr.  Homan  married  the  former 
Cecil  Phillips  of  Odessa,  Missouri.  They  have 
one  daughter,  Alice  Jane,  now  a student  at 
Sophie  Newcomb  College  in  New  Orleans. 
Dr.  Homan  has  a sister  Mrs.  Clay  Gwinn, 
wife  of  Dr.  Clay  Gwinn  of  Carlsbad.  Dr. 
and  Mrs.  Homan  reside  at  3117  Copper  St., 
in  El  Paso. 

Dr.  Homan  is  associated  in  practice  in 
El  Paso  with  his  uncle,  Dr.  Ralph  H.  Homan. 


Dr.  Homan  is  a fellow  of  the  American 
College  of  Surgeons,  fellow  of  the  Texas  Sur- 
gical Society,  founding  fellow  of  the  South- 
western Surgical  Congress,  a fellow  of  the 
American  Trudeau  Society,  founding  fellow 
of  the  American  College  of  Chest  Physicians, 
and  a member  of  the  American  Medical  Asso- 
ciation, the  Texas  Medical  Association,  the 
New  York  Academy  of  Science,  the  South- 
western Medical  Association,  the  World  Medi- 
cal Association,  and 
the  American  Medi- 
cal Writers’  Associa- 
tion. 

He  is  a member  of 
the  Council  on  Medi- 
cal Service  of  the 
American  Medical 
Association  (1953-58). 

Dr.  Homan  is  an 
active  member  of  the 
staff  of  Southwest- 
ern General  Hospital 
and  a courtesy  mem- 
ber of  the  staffs  of 
both  Hotel  Dieu  and 
Providence  Memorial 
Hospital.  He  is  an 
active  member  of  the 
staffs  of  St.  Joseph’s 
Sanatorium  and  Mesa 
Sanatorium. 

Dr.  Homan  is  pres- 
ident of  Homan  and 
Crimen,  Inc.,  which 
operates  Southwest- 
ern General  Hospital. 
He  is  a member  of 
the  board  of  directors 
of  the  Group  Hospi- 
tal Service  and  Group 
Medical  and  Surgical 
Service  (Texas  Blue 
Cross  and  Texas  Blue  Shield). 

He  is  a delegate  from  the  Texas  Medical 
Association  to  the  House  of  Delegates  of 
the  American  Medical  Association.  He  was 
speaker  of  the  House  of  Delegates  of  the 
Texas  Medical  Association  (1948-53). 

Dr.  Homan  is  physician  to  the  Texas 
Western  College  football  team. 

Dr.  Homan  is  a former  president  and  cur- 
( Continued  on  Page  24) 
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MISLEADING  AUSCULTATORY  SIGNS 
IN  MITRAL  STENOSIS* 

By  Allan  L.  Friedlich,  M.  D.,  Gordon  S.  Myers,  M.  D.,  Edward  F.  Bland,  M.  D., 
and  Floward  B.  Sprague,  M.  D.,  Massachusetts  General  Hospital,  Boston 


Six  cases  of  severe  mitral  stenosis  were 
presented  in  which  the  mitral  diastolic  mur- 
mur was  very  faint  and  inconstantly  present, 
or  in  which  no  mitral  diastolic  murmur  was 
ever  heard  despite  repeated  examination  by 
experienced  observers.  The  high  degree  of 
mitral  stenosis  was  proven  by  autopsy  in 
three  of  the  patients  and  by  mitral  valve 
surgery  in  two.  In  the  remaining  case  cardiac 
catheterization  study  strongly  supported  this 
diagnosis. 

The  misleading  auscultatory  findings, 
especially  the  absence  of  a characteristic 
diastolic  murmur,  may  lead  to  errors  in  diag- 
nosis. Thus,  three  of  our  cases  masqueraded 
as  chronic  cor  pulmonale,  one  as  cancer  of 
the  lung,  and  one  as  psychoneurosis.  In  the 
evaluation  of  such  patients,  a careful  ap- 
praisal of  the  clinical  data  is  always  of 
primary  importance.  A history  of  rheumatic 
fever,  marked  orthopnea,  bouts  of  acute  pul- 
monary edema,  hemoptysis,  accentuation  and 
“sharpening”  of  the  apical  first  sound,  auri- 
cular fibrillation,  broad  notched  P waves, 
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and  left  atrial  enlargement  or  calcification 
of  the  mitral  valve  on  x-ray  examination  are 
all  features  which  should  suggest  mitral 
stenosis.  However,  many  of  these  clues  were 
not  present  in  the  cases  reported.  For  exam- 
ple, two  of  the  patients  had  no  orthopnea. 
In  four,  the  cardiac  rhythm  was  normal,  and 
in  two  of  these  the  P waves  were  neither 
broad  nor  notched.  None  of  the  patients  had 
pronounced  left  atrial  enlargement. 

In  two  cases  the  finding  of  marked  elev- 
ation of  the  pulmonary  “capillary”  pressure 
by  cardiac  catheterization  led  to  the  diagnosis 
of  severe  mitral  stenosis.  Operation  in  one 
of  these  has  resulted  in  remarkable  clinical 
improvement.  The  second  patient  is  awaiting 
mitral  valvulotomy. 

In  patients  who  have  considerable  dis- 
ability, the  absence  of  an  apical  diastolic 
murmur  does  not  exclude  mitral  stenosis  of 
high  degree.  In  the  absence  of  characteristic 
physical  signs,  but  with  findings  otherwise 
suggestive  of  mitral  stenosis,  cardiac  cathe- 
terization may  be  the  most  helpful  method 
indicating  the  correct  diagnosis.  This  is  of 
particular  importance  now  that  effective  sur- 
gical treatment  is  available. 


THE  RELATIONSHIP  OF  THE  ELECTROCARDIOGRAM 
TO  THE  RED  BLOOD  CELL  POTASSIUM 
IN  DIABETIC  ACIDOSIS* 


By  E.  Craige,  M.  D.,  and  H.  G.  Keitel,  M.  D.,  Massachusetts 
General  Hospital,  Boston 


The  electrocardiogram  has  been  shown 
to  be  abnormal  in  a variety  of  conditions 
characterized  by  potassium  deficit.  Exact 
correlation,  however,  has  often  been  lacking 
between  serum  and  electrocardiographic- 
changes.  In  untreated  diabetic  acidosis,  a 
situation  exists  where  the  serum  potassium 
may  be  low,  normal,  or  elevated  in  the  pres- 
ence of  profound  intracellular  deficits  of 
potassium.  This  discrepancy  between  serum 
and  intracellular  levels  of  potassium  offers 
an  opportunity  for  relating  the  electrocardio- 
gram more  precisely  with  the  potassium  in 
one  or  the  other  compartment.  Seven  patients 

*These  condensed  reports  published  by  permission  of  the  New 
England  Cardiovascular  Society. 


were  studied  during  emergence  from  diabetic 
acidosis.  Treatment  consisted  of  hydrating 
solutions,  insulin,  and,  when  the  serum  potas- 
sium level  became  low,  infusions  of  potassium 
solutions.  Serial  electrocardiograms  and 
electrolyte  studies  of  red  blood  cells  and  blood 
serum  were  obtained.  The  electrocardiograms 
were  analyzed  for  duration  of  the  Q-T  inter- 
val and  height  of  T waves.  Changes  in  the 
Q-T  interval  were  found  to  be  more  closely 
related  to  the  rbc  potassium  than  to  the 
serum  level.  The  height  of  T waves  was 
roughly  related  to  the  serum  potassium  value 
but  other  factors,  principally  the  degree  of 
acidosis  itself,  appeared  to  affect  T wave 
height. 
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STUDIES  OF  THE  REGULATION  OF  CHOLESTEROL 
SYNTHESIS  IN  THE  RAT* 

By  Ivan  D.  Frantz,  Jr.,  M.  D.,  and  Donald  S.  Fredrickson,  M.  D., 
Massachusetts  General  Hospital,  Boston 


Cholesterol  is  synthesized  by  mammalian 
tissue  from  acetic  acid(1' 2>.  In  this  discussion 
we  will  mention  three  factors  which  appear  to 
be  involved  in  the  regulation  of  this  process. 

1.  The  concentration  of  cholesterol  in  the 
liver.  We  have  reported  recently'33  that  the 
feeding  of  cholesterol  to  rats  produces  a de- 
pression in  cholesterol  synthesis  in  the  liver, 
as  measured  by  the  conversion  of  C14-labeled 
acetate  to  cholesterol.  This  observation  con- 
firms similar  findings  by  Gould  and  Taylor 
for  the  dog  and  the  rabbit14’ 5).  The  degree 
of  depression  appears  to  be  closely  related  to 
the  concentration  of  cholesterol  in  the  liver, 
which  is,  in  turn,  more  readily  affected  by 
cholesterol  feeding  than  is  the  serum  choles- 
terol level. 

2.  The  status  of  the  thyroid  gland.  It  has 
been  suggested' that  a humoral  factor  may 
be  involved  in  the  depression  of  hepatic 
cholesterol  synthesis  by  dietary  cholesterol. 
We  attempted  to  investigate  the  possibility 
that  the  thyroid  gland  was  involved,  by  ad- 
ministering radioactive  iodine  to  some  of  our 
animals  to  induce  hypothyroidism.  Dietary 
cholesterol  depressed  cholesterol  synthesis  in 
these  animals  as  well.  In  fact,  the  degree  of 
depression  was  greater  than  in  the  animals 
with  normal  thyroid  function.  The  hepatic 
cholesterol  concentration  rose  to  an  even 
greater  extent.  The  serum  cholesterol  con- 
centration also  rose,  in  contrast  to  the  con- 
stancy of  this  level  in  animals  with  normal 
thyroids. 

3.  The  integrity  of  the  biliary  tract. 
Friedman,  Byers,  and  Michaelis'73  have  re- 
emphasized the  fact  that  ligation  of  the  bile 
duct  in  the  rat  is  followed  by  an  immediate, 
abrupt  rise  in  serum  cholesterol.  We  have 
confirmed  this  finding.  In  addition,  we  have 
obtained  evidence  that  this  rise  is  brought 
about,  at  least  in  part,  by  an  increased  rate 
of  cholesterol  synthesis.  This  evidence  was 
derived  from  experiments  with  liver  slices 
from  rats  with  ligated  bile  ducts,  and  from 
experiments  with  intact  animals.  The  dif- 
ference between  the  normal  controls  and  the 
animals  with  ligated  bile  ducts  varied  from 
four-  to  twenty-fold.  Final  interpretation  of 
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these  results  at  the  present  time  is  precluded 
by  two  complicating  factors:  1)  In  rats  in 
which  bile  was  allowed  to  drain  to  the  out- 
side through  a catheter,  increased  conversion 
of  C14-acetate  was  observed,  equal  in  degree 
to  that  following  bile  duct  ligation.  These 
animals,  however,  showed  no  increase  in 
total  serum  cholesterol.  2)  The  adequacy  of 
the  test  used  to  measure  the  rate  of  choles- 
terol synthesis  is  in  some  doubt.  For  exam- 
ple, our  technique  does  not  distinguish  be- 
tween a change  in  the  rate  of  cholesterol 
synthesis  and  a change  in  the  size  of  the 
rat’s  acetate  pool. 
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rently  member  of  the  board  of  directors  of 
the  Southwestern  Sun  Carnival  Association. 
He  was  chairman  of  the  annual  Sun  Bowl 
game  for  its  first  10  years  and  is  still  a 
member  of  this  committee. 

He  is  former  member  of  El  Paso  County 
Board  of  Development,  former  director  of 
El  Paso  Chamber  of  Commerce,  and  a former 
director  of  El  Paso  Tuberculosis  Association. 

He  is  a member  of  Delta  Kappa  Epsilon 
fraternity,  Phi  Rho  Sigma  medical  frater- 
nity, the  Bachelor’s  Club,  El  Paso  Touch- 
down Club,  and  the  First  Christian  Church 
of  El  Paso. 
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“SUNSHINE  ? ” 

By  George  K.  Rogers,  M.  D.,  Phoenix 


Many  doctors  in  the  Southwest  are  asked 
by  their  patients,  “Is  the  sun  good  for  me?” 
Dermatologically  speaking  the  answer  is 
“No.”  Exeption  to  this  categorical  answer 
can  be  seen  in  certain  types  of  skin  disorders 
such  as  psoriasis  and  allergic  eczemas  which 
in  some  people  respond  to  sunshine.  This  is 
not  one  hundred  per  cent  true  however,  since 
some  such  cases  are  aggravated  or  even  pre- 
cipitated by  actinic  radiation.  For  the  most 
part  therefore  the  physician  can  well  advise 
his  patients  against  excessive  sunshine. 

Many  people  come  to  the  Southwest  for 
the  express  purpose  of  absorbing  the  sun’s 
rays  and  undoubtedly  help  is  obtained  in 
cases  of  arthritis  and  various  internal  dis- 
orders. From  the  standpoint  of  the  skin 
itself,  however,  which  must  bear  the  brunt  of 
the  rays,  a word  of  caution  is  in  order. 

EXCESSIVE  SUNSHINE 

One  might  divide  the  results  of  excessive 
sunshine  into  two  headings,  acute  and 
chronic.  It  is  surprising  but  true  that  the 
dermatologist  sees  more  of  acute  sun  poison- 
ing in  the  Southwest  during  the  winter 
months  than  in  the  summer,  winter  visitors 
usually  being  the  victims.  In  summer  it  is 
far  too  hot  for  even  the  most  rabid  sun-fan 
to  expose  himself  to  sunshine  for  any  length 
of  time.  Winter  visitors  come  to  the  South- 
west for  a short  stay  and  naturally  wish  to 
absorb  as  much  sun  as  possible,  not  only 
because  they  feel  it  healthful  but  no  doubt 
they  wish  to  take  back  home  with  them  vi- 
sible evidence  of  a winter  vacation  in  the 
land  of  sunshine.  The  skin  of  these  people 
is  unaccustomed  to  excessive  light  rays  and 
sudden  exposure  may  result  in  one  of  several 
varieties  of  eruptions. 

The  first  is  easily  recognizable  as  an  acute 
sunburn  or  as  it  is  called,  dermatitis  solare. 
The  results  are  all  variations  from  a mild 
redness  to  actual  blistering  of  the  skin.  A 
second,  less  recognizable  result  is  that  of  a 
red  papular  eruption,  ill  defined  and  usually 
not  evenly  distributed  on  the  exposed  areas. 
This  form  of  dermatitis  solare  can  be  con- 
sidered an  allergic  reaction  to  excessive  sun- 
shine and  can  occur  even  after  the  individual 
has  been  exposed  for  many  days  and  is  in 
the  throes  of  developing  a beautiful  sun  tan. 
To  make  these  cases  all  the  more  confusing 
they  frequently  develop  an  auto-sensitization 
dermatitis  wherein  the  eruption  no  longer 
confines  itself  to  the  face,  neck,  arms  and 
legs  but  spreads  over  the  entire  body,  produc- 


ing a generalized  erythematous  papular  er- 
uption which  may  take  weeks  to  respond  to 
treatment.  A third  acute  reaction  from  sun- 
shine can  result  in  the  flare-up  of  certain 
skin  diseases  as  those  previously  mentioned 
and  including  such  a potentially  dangerous 
disease  as  lupus  erythematosus. 

ACTINIC  K ADIATION 

Chronic  results  of  actinic  radiation  in- 
clude, tanning  of  the  skin,  freckles  or  len- 
tigines,  scaly  pigmented  spots,  called  ker- 
atoses, and  at  long  range,  cancer  of  the  skin. 
Thus  chronic  exposure  to  sunshine  can  result 
in  what  is  known  as  “Farmer’s  and  Sailor’s 
skin.”  Tanning  of  the  skin  is  desirable  to 
some  people  and  those  who  tan  evenly  have 
a skin  which  can  tolerate  a lot  of  sunshine 
with  a minimum  amount  of  damage.  Re- 
member however,  that  tanning  is  just  na- 
ture’s method  of  protecting  the  skin  and 
underlying  structures  from  excessive  sun- 
shine damage.  We  see  this  phenomenon  in 
nature  where  light  complexioned  Scandinav- 
ians have  little  pigment  of  the  skin.  On  ap- 
proaching the  equator  one  sees  the  Arab  with 
more  pigmentation  and  finally  the  Negro 
with  excessive  pigmentation,  nature  thus 
creating  a protective  layer  of  pigment  a- 
gainst  tropical  sunshine.  For  this  reason,  we 
seldom  see  freckles  or  keratoses  in  colored 
people,  fewer  of  these  lesions  are  seen  in 
dark  skinned  people  and  most,  in  fair  skin- 
ned individuals. 

FRECKLING 

Freckling  is  another  attempt  by  nature 
to  protect  the  skin,  but  in  these  people  be- 
cause of  inherited  tendencies,  the  skin  does 
not  tend  to  tan  evenly,  only  in  spots,  resulting 
in  the  so  called  freckle.  This  type  of  individ- 
al  should  not  unduly  expose  himself  to  sun- 
shine. People  who  neither  tan  nor  freckle, 
but  burn,  should  of  course,  likewise  avoid 
sunshine.  The  development  of  keratoses, 
those  irregular  brown,  yellow  or  red  spots 
which  later  develop  crusts  and  scales  is  the 
result  of  chronic  exposure.  While  these 
lesions  may  remain  more  or  less  stationary, 
many  become  thickened  and  in  spite  of  nu- 
merous ointments,  which  temporarily  smooth 
the  lesions,  they  may  undergo  malignant  de- 
generation resulting  in  definite  skin  cancer. 
Some  people  are  rarely  exposed  to  the  sun 
and  yet  develop  keratoses  and  skin  cancer, 
while  others  out  of  doors  most  of  the  time 


Page  26 


SOUTHWESTERN  MEDICINE 


JANUARY,  1954 


may  be  immune.  The  answer  lies  not  only 
in  chronic  sunshine  but  also  in  inherited 
types  of  skin,  and  the  age  factor.  The  older 
we  become,  the  greater  the  tendency  to  ker- 
atoses and  skin  cancer,  thus  as  age  results 
in  a drying  of  the  skin,  so  does  sunshine, 
one  therefore  aids  the  other.  It  is  therefore 
obvious  that  excessive  sun  ages  the  skin 
before  its  time.  Parents  should  not  put 
halters  on  babies  or  young  children  and  leave 
them  exposed  to  the  sunshine  with  the  mis- 
taken idea  that  it  is  good  for  the  child.  While 
we  are  young  we  can  tolerate  a great  deal 
of  sunshine  without  ill  effects  but  bear  in 
mind  that  the  day  will  come  when  the  ad- 
verse results  will  make  themselves  manifest. 

Just  as  the  sun  will  dry  out  the  skin,  it 
will  do  likewise  to  the  scalp  and  hair.  While 
a moderate  amount  of  sunshine  will  not  hurt 
the  hair,  excessive  doses  are  not  conducive 


to  a healthy  scalp.  In  this  respect,  it  is  an 
interesting  observation  that  people  with 
healthy  heads  of  hair  seldom  prespire  from 
the  scalp  even  on  hot  days,  the  hair  acting 
as  an  insulation,  whereas,  most  thin-haired 
or  bald  headed  individuals  prespire  profusely 
from  the  scalp  in  hot  weather. 

One  can  generally  advise  one’s  patients 
therefore  that  if  they  are  brunettes  and  tend 
to  tan  evenly,  a certain  amount  of  sunshine 
is  harmless,  but  in  blonde  individuals  with 
a tendency  to  freckle  or  burn,  the  far  reach- 
ing effects  of  the  sun  are  bad.  Cosmetics  of 
all  kinds  are  helpful  in  the  prevention  of 
chronic  actinic  dermatoses  which  is  why  men 
show  more  damage  to  the  skin  than  women. 
If  your  patient  insists  on  sunshine,  there  are 
several  very  excellent  sun  protective  oils  and 
creams  on  the  market  which  if  used  will  in 
the  long  run  keep  their  skin  looking  thirty 
when  they  are  really  forty-five. 


THE  INCIDENCE  OF  Rh0-NEGATIVE  REACTORS  IN  A 
SPANISH  AMERICAN  POPULATION 


By  Lora  Mangum  Shields,  John  DePalma  and  Andrew  Lopez,  Department  of  Biology, 
New  Mexico  Highlands  University,  Las  Vegas 


Of  1004  Spanish  Americans  sampled  in 
northeastern  New  Mexico,  85  were  found  to 
be  RHo-negative,  a percentage  of  only  8.46. 
The  RHo-negative  genes  in  this  population  do 
not  seem  to  be  prominently  associated  with 
any  particular  ABO  blood  group.  The  in- 
cidence of  type  0 blood  is  high,  amounting 
to  53.9  per  cent  compared  to  approximately 
45  per  cent  in  white  persons  in  general,  while 
the  percentage  of  each  of  the  types  A,  B and 
AB  is  slightly  less  than  expected.  The  blood 
type  distribution  of  the  total  number  of  in- 
dividuals sampled,  including  both  RHo-ne- 
gative reactors,  is  given  in  the  table  below. 


Type 

Reaction  with 
Rho  (anti-D) 
serum 

Total 

samples 

Percentage 
of  total 

0 

Rh  - positive 

501 

49.9 

A 

//  „ 

310 

30.9 

B 

n // 

84 

8.3 

AB 

24 

2.4 

0 

Rh  - negative 

40 

4.0 

A 

//  // 

32 

3.2 

B 

//  „ 

12 

1.2 

AB 

„ 

1 

.1 

1004 

About  15  per  cent  of  the  white  Europeans 
and  Americans  are  known  to  be  RHo-nega- 
tive.1  The  population  sampled  in  the  present 


study  is  believed  to  embrace  two  distinct  and 
conflicting  Rh  entities,  the  Spanish  with  the 
original  incidence  of  approximately  13  per 
cent  RHo-negative  reactors1  and  the  Amer- 
ican Indian  in  whom  Rh-negative  genes  are 
essentially  non-existent.2  The  mixing  of  the 
two  groups  divergent  with  respect  to  the  Rh 
factor  has  made  the  Spanish  Americans  of 
New  Mexico  a separate  entity  in  the  chart 
of  racial  studies  with  a percentage  of  8.46 
RHo-negative  reactors. 


1.  Boyd,  W.  C.  1951.  Rh  and  races  of  man.  Scientific  Amer- 
ican 185:22-25. 

2.  Gerheim,  E.  B.  1947.  Incidence  of  Rh  factor  among  Indians 
of  the  Southwest.  Proc.  Soc.  Exptl.  Biol,  and  Med. 

66  :419-420. 

SURGERY 

Effects  Of  Early  Postoperative  Ambulation 

Palumbo,  L.  T.  et  al.,  Postgrad. 

Med.  13:206,  1953 

The  effects  of  early  postoperative  ambulation 
(24  hrs.)  in  1700  patients  were  compared 
with  the  effects  of  late  ambulation  (6  days) 
in  1203  patients.  Early  ambulation  greatly 
reduced  all  complications.  Wound  healing 
was  not  adversely  affected  nor  was  early 
postoperative  mortality  increased  by  getting 
patients  out  of  bed  24  hours  after  undergoing 
various  types  of  extensive  surgical  pro- 
cedures. 

Clinical  Clippings,  May,  1953. 
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OPERATIVE  MANAGEMENT  OF  THE  TORN 
MEDIAL  MENISCUS 

By  A.  E.  Luckett,  M.  D.,  El  Paso 


There  is  no  area  of  anatomy  more  exposed 
to  stress  and  trauma  than  the  knee;  and  in 
this  frequently  injured  joint  no  structure  is 
damaged  so  often  as  the  medial  semilunar 
cartilage.  No  damage  is  so  often  overlooked 
or  undertreated. 

In  brief  the  diagnosis  rests  as  much  or 
more  on  careful  and  accurate  history  as  on 
physical  findings.  Leading  questions  should 
be  avoided.  There  should  be  a history  of 
twisting  injury  or  blow  from  the  lateral  side 
producing  strain  of  the  knee  allowing  the 
cartilage  to  displace  into  the  joint  and  be 
torn  by  the  grinding  action  of  the  femoral 
condyle  on  the  tibial  plateau.  Do  not  be  misled 
by  seemingly  insignificant  trauma,  it  is  the 
direction  of  force  rather  than  violence  of  it 
that  produces  the  damage. 

Following  injury,  subjective  sensations 
of  clicking,  locking  and  instability  with  or 
without  pain  may  be  noted.  The  innervation 
of  the  knee  is  such  that  the  pain  component 
of  this  damage  is  slight. 

PHYSICAL  FINDINGS 

Physical  findings  consist  of  the  triad  of : 

1)  Effusion. 

2)  Tenderness. 

3)  Clicking  or  locking. 

Of  course  the  examiner  should  test  and 
rule  out  damage  to  the  ligamentous  structure 
of  the  knee. 

X-rays  in  two  planes  should  reveal  normal 
articular  structures. 

Aspiration  may  yield  synovial  fluid,  blood 
tinged  synovial  fluid  or  almost  pure  blood 
depending  on  the  duration  and  severity  of 
damage. 

In  the  presence  of  an  actual  locking  of 
the  knee  joint  or  a reliable  report  of  multiple 
instances  of  instability,  coupled  with  the 
physical  findings  given  above  the  patient 
need  not  be  followed  for  any  length  of  time 
prior  to  advising  operation.  However,  if  the 
picture  is  simply  one  of  effusion,  tenderness 
and  both  subjective  and  objetive  clicking 
on  joint  motion,  it  is  in  our  opinion  wise  to 
delay  surgery  for  further  observation  of  the 
symptoms.  Classically  the  effusion  will  re- 
assert itself  even  in  the  presence  of  multiple 
aspirations  and  the  use  of  elastic  bandages. 

SOME  DISCOMFORT 

The  patient  will  continue  to  experience 
the  click  and  some  discomfort  in  the  antero- 


medial region  of  the  knee  joint  and  gradually 
develop  episodes  of  partial  or  complete 
instability  of  the  knee.  When  the  picture  has 
become  clear  cut,  and  it  usually  will  resolve 
itself  fairly  definitely  in  the  course  of  a 
month  or  six  weeks,  the  decision  for  surgery 
should  not  be  deferred  indefinitely,  because 
though  the  medial  meniscus  is  considerably 
softer  than  the  articular  cartilage,  still  its 
grinding  action  will  produce  permanent 
irrevocable  damage  of  the  articular  surface 
with  constant  permanent  disability.  Formerly 
we  treated  our  suspected  cartilage  injuries 
with  a conservative  trial  of  three  weeks  im- 
mobilization in  a plaster  cylinder.  However, 
it  is  our  feeling  at  the  present  time  that  the 
use  of  this  cylinder  is  time  consuming,  en- 
courages quadriceps  atrophy  which  is  de- 
trimental and  accomplishes  nothing;  for  we 
have  never  yet  observed  a suspected  torn 
cartilage  which  healed  as  a result  of  im- 
mobilization. This  is  apparently  due  to  the 
nature  of  the  tissue  with  which  we  are  deal- 
ing, its  healing  potentialities  are  extremely 
low. 

OPER ATI VE  TREATMENT 

Our  operative  treatment  represents  simply 
a synthesis  of  several  techniques  which  have 
been  recommended  by  various  experts  in  the 
field.  We  feel  that  it  is  an  important  part 
of  the  operative  technique  to  prepare  the 
patient  psychologically  for  his  surgery  and 
convalescence  in  such  a way  that  he  will  face 
the  procedure  with  confidence,  minimal 
anxiety ; and,  in  fact,  at  all  times  we  make 
every  effort  to  underplay  the  serious  nature 
of  the  surgical  situation.  We  have  found  this 
to  pay  dividends.  The  actual  operative  tech- 
nique involves  the  approach  to  the  knee  joint 
through  a single,  small,  straight,  antero- 
medial incision  measuring  usually  an  inch 
and  a half  and  not  more  than  two  inches 
in  length.  When  the  knee  joint  is  inspected 
the  cartilage  tear  can  usually  be  immediately 
identified  with  ease.  The  medial  meniscus  is 
removed  en  toto  by  sharp  dissection  with  a 
scalpel  and  special  cartilage  knife.  The  joint 
is  then  irrigated  and  carefully  inspected  for 
the  possible  retention  of  loose  bodies  in  the 
supra-patellar  pouch  or  the  inter-condylar 
region.  Cruciate  ligaments  are  inspected 
under  direct  vision  as  is  the  lateral  meniscus. 
Post-operatively  the  emphasis  is  on  activity. 
And  this  emphasis  which  was  initiated  prior 
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to  surgery  by  instruction  in  quadriceps  exer- 
cise is  carried  on  as  soon  as  the  patient  reacts 
from  anesthesia. 

EXERCISES 

He  is  urged  to  contract  his  quadriceps 
muscle,  extending  the  leg  in  the  cylinder 
plaster  cast  which  we  usually  allow  to  remain 
on  for  twenty-four  to  ninety-six  hours ; and 
with  this  extension  the  patient  is  then  advised 
to  lift  the  leg  actively  flexing  it  to  ninety 
degrees  of  the  hip.  In  spite  of  mild  dis- 
comfort all  of  our  patients  are  usually  able 
to  accomplish  this  exercise  anywhere  from 
six  to  ten  hours  following  surgery;  and  it 
is  continued  during  the  period  of  time  which 
they  remain  in  the  cylinder.  The  cylinder  is 
allowed  to  remain  on  for  variable  periods 
of  time,  it  is  placed  on  only  for  the  patient’s 
comfort  in  order  to  provide  support  and 
gentle  pressure.  It  may  at  any  time  after 
twenty  four  hours  be  converted  into  a pos- 
terior shell  and  an  elastic  bandage  applied 
around  and  around  to  provide  some  anterior 
pressure  on  the  knee  joint  and  synovial  mem- 
branes. This  is  allowed  to  remain  in  place  up 
to  seven  days  or  until  the  removal  of  skin 
sutures,  whichever  is  sooner.  In  addition  to 
the  exercises  which  are  continued  in  this 
posterior  shell,  the  patient  is  encouraged  to 
become  ambulatory  if  he  has  not  already 
done  so  in  the  cylinder. 

AMBULATION  TIME 

The  time  of  ambulation  varies  some  from 
patient  to  patient.  We  have  had  a few  who 
where  able  to  become  ambulatory  on  the 
afternoon  of  the  day  of  surgery.  The 
majority,  however,  take  forty  eight  to 
seventy-two  hours.  We  encourage  them  to 
walk  whenever  they  feel  like  it.  Following 
the  removal  of  the  posterior  shell  elastic 
bandages  are  applied  from  the  ankle  to  mid- 
thigh. The  patient  is  encouraged  to  continue 
his  quadriceps  exercises,  his  walking,  and 
knee  motion  is  started.  No  emphasis  is 
placed  on  flexion  of  the  knee.  We  have  found 
that  flexion  increases  rapidly  and  easily  with 
the  resumption  of  activity.  Considerable 
stress  is  placed  on  the  patient’s  ability  to 
complety  extend  the  knee  joint  to  180 
degrees.  Usually  we  find  that  following  the 
removal  of  the  initial  cylinder,  anywhere 
from  twenty-four  to  ninety-six  hours,  the 
patient  is  able  actively  to  extend  to  approxi- 
mately 175  to  178  degrees.  The  last  two  or 
three  degrees  of  extension,  however,  are 
rather  difficult  to  attain.  It  usually  takes  a 
period  of  fourteen  to  twenty-one  days  before 
the  patient  has  180  degrees  of  extension.  As 
soon  as  the  patient  has  attained  his  180 
degrees  of  extension,  the  exercises  of  normal 


walking,  quadricep  setting  and  active  motion 
of  the  knee  are  supplemented  with  heavy 
resistant  exercises,  starting  with  lifting  a 
weight  of  approximately  four  pounds  and 
gradually  increasing  this  weight  as  much  as 
forty  pounds. 

RESULTS 

So  that  you  may  have  some  perspective 
as  to  the  results  obtained  through  this 
method,  which  we  have  outlined,  we  find  in 
considering  our  records  that  approximately 
ninety  degrees  range  of  motion  is  attained 
in  the  first  two  to  three  weeks  following 
surgery.  A full  range  of  motion  is  attained 
in  an  average  of  four  to  six  weeks  following 
surgery,  and  full  strength  of  the  extremity 
is  attained  in  two  to  three  months.  By  full 
strength  we  mean  exactly  what  we  say,  that 
is,  that  this  extremity  is  fully  as  strong,  as 
capable,  and  as  mobile  as  the  opposite  or 
normal  extremity,  and  the  patient  in  this 
length  of  time  is  able  to  return  to  full  re- 
sumption of  his  duties,  whether  he  is  playing 
football  competitively  or  rough-necking  in 
the  oil  field.  Aspiration  which  was  formerly 
necessary  during  frequent  intervals  of  post- 
operative convalescence,  we  have  found  to 
be  almost  completely  unnecessary,  unless  the 
patient  is  re-injured. 

SUMMARY 

In  summary  then,  we  feel  that  the  recent 
techniques  of  management  of  a torn  me- 
niscus break  down  into  three  major  cate- 
gories; recognition,  operation,  and  post- 
operative care.  Recognition  is  based  on 
history  and  clinical  findings.  History  should 
include  a definite  injury,  followed  by  ef- 
fusion, clicking,  locking  and/or  instability. 
Clinical  findings  should  include  effusion,  ten- 
derness, clicking  and  possibly  actual  locking. 
A negative  x-ray  should  be  present,  and  the 
possibility  of  ligamentous  injury  should  be 
ruled  out.  Successful  result  we  feel  is  pre- 
dicated on  an  operative  technique,  utilizing 
a very  small  skin  incision  which  is  made 
possible  by  the  use  of  special  cartilage  ins- 
truments which  allow  the  easy  removal  of 
the  cartilage  through  such  an  incision.  The 
importance  of  fenestration  of  the  synovium 
in  preventing  a post-operative  hemoarthrosis 
and  consequent  synovitis  cannot  be  over 
estimated.  The  post-operative  care  may  be 
summarized  with  the  phrase,  minimal  pro- 
tection, maximal  activity  carefully  super- 
vised. 

SYNTHESIS  OF  TECHNIQUES 

We  feel  that  this  synthesis  of  techniques 
of  recognition,  operation  and  management, 
(Continued  on  Page  31) 
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A CASE  REPORT  ILLUSTRATING  THE  EFFECT 

OF 

OXYGEN  INHALATION  UPON  THE 
ELECTROCARDIOGRAM 


By  Frank  C.  Golding,  M.  D.,  El  Paso 


A frequent  problem  for  physicians  who 
practice  in  mountainous  areas  is  to  evaluate 
the  effect  that  the  increased  elevation  may 
have  upon  the  health  of  certain  patients, 
particularly  those  with  cardiac  disease. 

It  is  not  difficult  to  make  recommenda- 
tions in  cases  of  far  advanced  heart  disease. 
However,  it  becomes  a matter  of  great  con- 
cern and  importance  in  mild  or  borderline 
cases  in  which  a recommendation  of  a change 
of  residence  may  entail  financial,  social  and 
psychological  sacrifices.  These  sacrifices 
usually  are  more  than  compensated  for  if  the 


change  in  climate  results  in  benefit  to  the 
patient’s  health;  but  if  no  improvement  fol- 
lows, the  patient  tends  to  become  critical  of 
the  physician,  and  the  physician  himself  dis- 
couraged. Therefore,  any  aid  in  making  such 
a decision  is  worth  considering.  The  follow- 
ing case  history  is  reported  to  illustrate  such 
a problem: 

CASE  HISTORY 

The  patient,  age  52,  a nun  in  one  of  the 
local  hospitals,  was  first  seen  on  June  20, 
1948,  complaining  of  vomiting  and  diarrhea 
since  the  previous  evening.  Her  temperature 
was  101.4.  Other  than  the  fever,  the  physical 
examination  was  negative.  Blood  pressure 
was  130/70.  Stool  culture  was  reported  posi- 


Illustration  II:  Taken  11-5-48 
Showing  return  toward  normal  of  CF-U 


tive  for  bacillary  dysentery.  The  patient 
made  an  uneventful  recovery  following  sul- 
fonamide therapy. 

On  the  14th  of  July,  1948,  patient  com- 
plained of  a dull  pain  in  the  precordium,  like 
indigestion.  She  also  noted  cyanosis  of  the 
fingernails.  The  temperature  was  normal ; 
the  pulse  was  74  and  regular;  blood  pressure 
149/80 ; heart  was  not  enlarged  to  percus- 
sion ; the  heart  tones  were  pure,  and  there 


Illustration  III:  Taken  11-26-48 
Showing  normal  CF-2  taken  soon  after 
patient  had.  returned  from  a stay  near  sea 
level. 
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Illustration  IV : Taken  12-9-48 

Showing  return  to  abnormal  CF-2.  This 
tracing  was  taken  immediately  before  oxy- 
gen inhalation. 

was  a pulmonary  systolic  murmur.  There  was 
no  moisture  in  the  lungs;  no  liver  enlarge- 
ment, or  edema  of  the  ankles.  The  electro- 
cardiogram showed  changes  described  in  il- 
lustration I.  X-ray  examination  of  the  chest 
showed  no  abnormalities  of  the  lung  fields, 
the  heart  was  normal  in  size  and  contour, 
but  there  was  slight  sclerosis  of  the  aorta. 
Blood  sedimentation  rate  was  56  mm.  in  one 
hour;  white  blood  count  12,500  with  the  fol- 
lowing differential:  65  per  cent  polymor- 
phonuclear, two  per  cent  stab,  cells,  32  per 
cent  mononuclears ; 100  per  cent  hemoglobin ; 
4,970,000  red  blood  count.  Urinalysis  showed 
no  abnormalities  — specific  gravity  of  1.020. 

The  patient  was  treated  by  rest  and  given 
papaverine  hydrochloride  every  four  hours. 
The  pain  disappeared  in  five  days ; the  pulse 
and  blood  pressure  continued  as  above  but 
the  white  blood  count  remained  elevated  with 
no  change  in  the  differential ; and  in  one 
week  the  sedimentation  rate  had  dropped  to 
30  mm.  in  one  hour.  The  patient  continued 
to  improve  subjectively,  and  by  August  11, 
1948  the  sedimentation  rate  had  dropped  to 
17  mm.,  but  the  white  blood  count  remained 
elevated. 

Later  electrocardiograms  showed  a return 
to  normal  of  lead  CF-4  as  in  illustration  II. 


CF^ 


Illustration  V : Taken  L2-9-48 
Return  of  CF-2  toward,  normal.  Taken 
immediately  following  fifteen  minutes  of 
oxygen  inhalation. 


Numerous  repeat  electrocardiograms  con- 
tinued to  show  the  abnormalities  in  the  elec- 
trocardiogram as  in  illustration  II  until  the 
patient  was  permitted  to  go  to  Dallas  in 
November  for  a religious  obligation.  When 
she  returned  from  this  stay  in  Dallas  a repeat 
electrocardiogram,  illustration  III,  was  nor- 
mal. Another  electrocardiogram  taken  ten 
days  later  showed  a return  of  the  inverted 
T.  Waves  and  depressed  S.  T.  segments  in 
CF-2.  Since  this  pattern  is  similar  to  that 
produced  experimentally  by  anoxia, (1)  it  was 
considered  advisable  to  perform  the  follow- 
ing experiment:  An  electrocardiogram  was 
taken  on  this  patient  which  showed  the  ab- 
normal Lead  CF-2  as  in  illustration  IV.  Then 
the  patient  inhaled  oxygen  by  mask  for  fif- 
teen minutes.  An  electrocardiogram  taken 


Illustration  VI:  Taken  1-29-49 

Showing  normal  V-2  lead  taken  several 
weeks  after  patient  had  changed  residence 
to  near  sea  level. 

immediately  after  fifteen  minutes  of  oxygen 
inhalation  showed  a definite  trend  toward 
normal  as  in  illustration  V. 

It  was,  therefore,  considered  reasonable 
to  assume  that  anoxia  was  a factor  in  the 
patient’s  symptoms  and  the  electrocardio- 
graphic abnormalities,  and  that  a recommen- 
dation to  move  to  a lower  altitude  was  justi- 
fied. This  patient  has  felt  much  better  since 
moving  to  Dallas,  and  is  able  to  work  — 
which  she  was  not  able  to  do  while  living 
in  El  Paso.  In  addition  she  now  has  a normal 
electrocardiogram  as  in  illustration  VI. 

DISCUSSION 

The  persistence  of  the  inverted  T-Waves 
in  leads  CF-2  from  July  to  November  estab- 
lished this  as  more  than  a temporary  abnor- 
mality. The  reversal  of  this  T-Wave  on  two 
occasions  - — first,  by  moving  for  a brief 
period  to  a lower  altitude  and  second,  occur- 
ring immediately  after  fifteen  minutes  in- 
halation of  oxygen  — seem  to  confirm  the 
idea  that  this  change  was  due  to  anoxia.  This 
case  suggests  the  possibility  that  a test  of 
oxygen  inhalation  preceded  by  and  followed 
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by  an  electrocardiogram  may  be  of  value  in 
cases  where  a decision  must  be  made  as  to 
the  importance  of  oxygen  in  the  production 
of  electrocardiographic  abnormalities  and  the 
patient’s  symptoms. 

SUMMARY 

A case  is  presented  in  which  an  electrocar- 
diogram made  before  and  after  fifteen  min- 
utes inhalation  of  oxygen  seems  to  verify  the 
fact  that  the  patient’s  electrocardiographic 
changes  were  due  to  anoxia  and  were  rever- 
sible. Clinical  observations  and  electrocardio- 
graphic studies  made  following  a change  of 
altitude  tend  to  substantiate  this  conclusion. 
It  is  suggested  that  this  test  of  oxygen  in- 
halation may  be  of  value  in  other  similar 
cases. 
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OBESITY 

Relative  Body  Weight,  Age  And  Fatness 
Brozek,  J.  & Keys,  A.,  Geriatrics  8:70,  1953 

Although  fatness  and  weight  go  hand  in 
hand,  individuals  can  be  “overweight”  ac- 
cording to  standard  height  and  weight  tables 
without  being  “overfat”.  The  effects  of  phy- 
sical activity  on  fatness  is  of  interest  and 
is  portrayed  in  the  table  on  page  25.  Active 
men  are  heavier  and  when  matched  in  height 
with  sedentary  men,  the  active  men  are 
“overweight”.  But  their  specific  gravity  is 
higher,  their  fat  content  lower,  and  they  are 
actually  leaner  than  inactive  men. 

Clinical  Clippings,  May,  1953. 

ANTIBSOTSCS 

Dosage  Of  Antibiotics 
Gould,  J.  C.,  et  al.,  Lancet  1:361,  1953 

“Standard”  antibiotic  dosage  is  often  much 
higher  than  “rational”  dosage  based  on  in 
vitro  sensitivity  of  the  infecting  organism. 
Rational  dosage  is  less  likely  to  result  in  oc- 
currence of  toxic  reactions  and  side  effects 
such  as  gross  alterations  in  the  oral  and 
intestinal  flora.  It  seems  evident  from  this 
study  that  organisms  are  less  likely  to  de- 
velop antibiotic  resistance  if  they  are  sub- 
jected to  in  vivo  concentrations  approximat- 
ing those  of  in  vitro  sensitivity  tests.  The 
author’s  method  of  calculating  dosage  of 
various  antibiotics  in  urinary  tract  infections 
is  given  on  page  5. 

Clinical  Clippings,  May,  1953. 


Operative  Management  . . . 

(Continued  From  Page  28) 
which  we  have  just  described,  makes  it  possi- 
ble for  us  to  recommend  arthrotomy  for  torn 
cartilages  with  far  more  assurity  and  alacrity 
than  was  previously  possible.  We  are  of  the 
opinion  that  early  positive  intervention  in 
these  cases  is  the  surest  method  of  prevention 
of  any  permanent  disability,  and  the  minimal 
hospital  stay  of  from  three  to  seven  days 
means  that  the  average  business  man  or 
school  boy  can  receive  this  prompt  treatment 
without  prolonged  re-arrangement  of  affairs 
or  significant  disruption  of  normal  activity. 
We  feel  quite  definitely  that  the  newer  tech- 
niques of  handling  these  patients  developed 
in  the  past  five  or  ten  years  have  added 
important  weapons  to  the  orthopedic  ar- 
mamantarium  for  dealing  with  this  common 
condition. 

ACTH 

Variations  In  Potency  Of  ACTH 
Preparations 

Ogryzlo,  M.  A.  & Gornall,  A.  G.,  J.  Clin. 

Endocrinol.  & Metab.  13:165,  1953 

It  has  been  obvious  for  some  time  that  dif- 
ferent lots  of  ACTH  vary  widely  in  potency. 
The  assay  of  ACTH  is  difficult  and  ma- 
nufacturers consider  themselves  fortunate  if 
variations  in  potency  do  not  exceed  20  per 
cent.  It  is  believed  that  in  many  instances 
the  lack  of  therapeutic  response  to  ACTH  is 
largely  due  to  reduced  potency.  Although 
none  of  the  prepaartions  tested  by  the  aut- 
hors were  inert,  the  effective  dosage  of  some 
products  was  4 to  8 times  that  of  other  pre- 
parations. 

Clinical  Clippings,  May,  1953. 

BURNS 

The  Management  Of  Burn  Shock  In  Children 
At  Cook  County  Hospital 

Bell,  J.  L.,  et  al.,  Bull.  Northwestern 
U.  School  Med.  27:14 , 1953 

In  this  discussion  it  is  brought  out  that  thirst 
is  a reliable  and  early  symptom  in  burn 
shock.  Unlimited  oral  fluid  intake  is  unwise, 
however,  since  it  leads  to  marked  vomiting, 
especially  in  children.  Adults  who  are  not 
vomiting  are  allowed  a maximum  of  200  cc. 
fluid  per  hour  by  mouth.  The  amount  per- 
mitted children  is  adjusted  according  to  the 
size  of  the  patient.  Thirt  subsides  as  blood 
volume  is  restored  by  intravenous  blood  or 
plasma,  and  other  symptoms  of  shock  di- 
minish. 

Clinical  Clippings,  May,  1953. 
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Be  Ctebus  ^ebtctg  Politicig 

BY  ROBERT  B.  HOMAN.  JR..  M.  D.,  EL  PASO,  TEXAS 

MEMBER  OF  THE  HOUSE  OF  DELEGATES  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


REPUBLICAN  “WELFARE” 


Any  thinking  person  must  now  be  con- 
vinced that  we  in  America  have  gone  so  far 
down  the  road  of  social  reform  entailing 
Federal  subsidization  and  control  of  our 
lives  that  we  have  apparently  reached  the 
point  of  no  return.  It  now  becomes  a battle 
to  retain  the  principles  of  free  enterprise  in 
business,  the  professions,  and  in  commerce 
while  evolving  and  assimilating  these  social 
projects  into  our  form  of  government.  With 
some  freedom  remaining  in  our  business 
world,  perhaps  through  taxation  of  this  great 
source  of  production,  we  may  be  able  to 
finance  the  “social  gains”  which  seem  now 
accepted  as  important  to  our  people’s  wel- 
fare. 

A quiet  perusal  of  the  President’s  address 
on  the  State  of  the  Union  should  convince 
any  American  that,  on  the  “home  front”, 
some  very  important  items  are  those  on 
“social  security.”  The  President  advocates 
extension  of  social  security  in  many  ways 
and  in  many  directions.  First,  and  foremost, 
is  the  increase  of  the  amount  to  be  paid  to 
the  elderly  retired  person,  plus  an  increase 
in  the  amount  which  the  elderly  person  may 
earn  each  year  and  still  retain  his  right  to 
a pension  from  the  government.  Considering 
the  increase  in  living  costs,  and  provided  we 
accept  the  principle  of  government  res- 
ponsibility in  this  direction,  the  pension 
should  be  as  adequate  as  possible,  and  it 
should  be  obvious  that  the  elderly  population, 
rapidly  increasing,  should  be  encouraged  to 
produce  despite  retirement. 

The  President  again  advocates  the  ex- 
tension of  Old  Age  and  Survivors  Insurance 
coverage  to  another  ten  million  persons  — 
largely  the  self-employed  not  now  covered. 
Mandatory  coverage  would  be  provided  for 
“self-employed  farmers ; many  more  farm 
workers  and  domestic  workers ; doctors,  den- 
tists, lawyers,  architects,  accountants  and 
other  self-employed  people.”  The  adminis- 
tration thus  ignores  the  Jenkins-Keogh  bills 
which  would  provide  for  a tax  deductions  on 
income  of  self-employed  when  such  money  is 
used  for  purchase  of  annuities  in  private  in- 
surance companies. 

No  less  an  authority  than  the  late  Senator 
Taft  pointed  out  that  OASI  is  not  insurance 
but  is  just  another  tax.  Perhaps  it  is  the  tax 
that  is  so  attractive  to  the  administration — 
not  the  welfare.  How  many  retired  doctors 


or  lawyers  do  you  know  ? How  many  of  them 
or  how  many  of  their  survivors  do  you  think 
will  ever  collect  a dime  under  the  scheme? 
Don’t  strain  your  intelligence ! 

Government  paternalism  is  not  an  Amer- 
ican institution.  It  is  not  based  on  the  Amer- 
ican tradition  of  individual  responsibility, 
individual  entegrity  and  free  enterprise. 
Under  any  name,  these  welfare  programs 
are  paternalistic.  Americans  will  sometime 
learn  that  a person  cannot  be  dependent  and 
have  independence,  cannot  be  subsidized  and 
still  be  free.  Some  people  call  Ike’s  program 
the  “Re-Deal”.  The  trouble  is  that  the  same 
deck  of  cards  is  being  used. 

Dr.  Jones  is  Speaker  at  Chaves  Meeting 

Dr.  W.  A.  Jones,  neurosurgeon  of  El  Paso, 
was  the  principle  speaker  at  the  regular  me- 
eting of  the  Chaves  County  Medical  Society 
this  January.  A dinner  meeting  was  held 
in  the  Petroleum  Room  at  the  Nickson  Hotel 
in  Roswell  and  there  was  a fine  attendance 
to  greet  Dr.  Jones.  He  spoke  comprehensively 
on  the  subject  of  “The  Management  of  Head 
Injuries.”  Results  seem  to  indicate  that  the 
use  of  massive  doses  of  Atropine  Sulfate 
may  have  a definite  place  in  the  management 
of  certain  types  of  severe  brain  damage. 

E.  W.  LANDER,  M.  D.,  Roswell,  N.  M. 

College  of  Surgeons  to  Meet  in  Omaha 

A four-day  section  meeting  of  the  Amer- 
ican College  of  Surgeons,  featuring  clinics 
and  specialty  programs,  will  be  held  at  the 
Hotel  Fontenelle  in  Omaha,  Nebraska,  March 
1 to  4,  Dr.  G.  H.  Jordan  of  El  Paso,  a member 
of  the  organization’s  board  of  governors,  has 
reported. 

This  meeting  is  the  third  of  six  sectional 
meetings  scheduled  for  various  parts  of  the 
United  States,  Canada  and  London,  England, 
from  February  through  May,  and  is  the  only 
four-day  session  scheduled  for  this  year.  All 
members  of  the  medical  profession  are  in- 
vited to  attend. 

Dr.  Earl  A.  Connolly,  Clinical  Professor  of 
Surgery,  Creighton  University  School  of 
Medicine,  Omaha,  is  Chairman  of  the  Com- 
mittee on  Arrangements.  Both  the  medical 
faculties  of  Creighton  University,  the  Uni- 
versity of  Nebraska  and  seven  local  hospitals 
are  cooperating  to  insure  the  success  of  this 
meeting. 
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APHORISMS  AND  MEMORABILIA 
TRUTHS  AND  CONCEPTS  CONCERNING  UROLOGY 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces,  N.  M. 


1.  “An  error  that  causes  failure  to  recog- 
nize chronic  pyelonephritis  is  the  belief  that 
if  there  are  no  pus  cells  in  the  urine  there 
is  no  urinary  infection.  In  many  cases  of 
chronic  nonspecific  pyelonephritis  the  urine 
contains  bacteria  but  no  pus  cells  or  erythro- 
cytes. For  this  reason  it  is  necessary  to 
examine  not  only  a wet  smear  of  urinery 
sediment,  but  also  a stained  specimen.  Usual- 
ly, motile  bacilli  can  be  seen  in  the  wet  prepa- 
ration, but  it  is  impossible  to  detect  cocci 
without  a stain.”  — H.  Weyrauch,  Calif. 
Med.,  June  1952,  p.  378. 

2.  “Another  common  misconception  is  that 
if  the  urine  is  normal  there  is  no  lesion  of 
the  urinary  tract.  This  leads  to  error  in  the 
case  of  female  patients  with  frequency  of 
urination,  dysuria,  suprapubic  pain  and  noc- 
turia. Often  if  the  urine  contains  no  pus  or 
erythrocytes  or  organisms,  the  underlying 
condition  is  thought  to  be  functional,  although 
these  symptoms  of  vesical  irritability  may 
be  caused  without  any  abnormality  in  the 
urine,  by  any  of  five  conditions:  (1)  submu- 
cous fibrosis  (2)  trigonitis  (3)  contracture 
of  the  vesical  neck  (4)  neurogenic  disorder 
of  the  bladder,  and  (5)  stricture  of  the 
urethra.”  — H.  Weyrauch,  loc.  cit.,  June 
1952,  p.  379. 

3.  “Massage  of  the  prostate  gland  is  not 
an  innocuous  diagnostic  procedure.  It  should 
be  carried  out  with  extreme  gentleness,  and 
at  infrequent  intervals;  done  vigorously  and 
repeatedly,  it  may  cause  traumatic  prosta- 
titis. It  is  not  necessary  to  massage  the 
prostate  gland  three  times  within  a week  to 
make  certain  that  prostatitis  is  not  present. 
If  the  gland  seems  normal  on  palpation  and 
if  the  secretion  is  normal,  these  observations 
should  be  considered  sufficient  evidence  that 
there  is  no  infection.”  — H.  Weyrauch,  loc. 
cit.,  June  1952,  p.  380. 

4.  “It  is  the  author’s  present  opinion  that 
treatment  of  even  mild  asymptomatic  chronic 
prostatitis  by  vigorous  or  frequent  massage 
is  of  no  benefit,  and  that  patients  with  such 
a condition  do  better  with  no  treatment  at 
all.  The  fear  of  focal  infection  of  prostatitis 
seems  to  have  been  exaggerated  and  the 
hazard  not  as  serious  as  it  was  formerly 
believed  to  be.”  — H.  Weyrauch,  loc.  cit., 
June  1952,  p.  380. 


5.  “Hemospermia  does  not  usually  bear 
the  same  serious  implication  as  blood  coming 
from  other  organs  of  the  body.  It  usually 
originates  from  prostatitis,  seminal  vesculitis 
or  early  benign  prostatic  hypertrophy,  not 
usually  from  carcinoma  of  the  prostate.”  — 
H.  Weyrauch,  loc.  cit.,  June  1952,  p.  380. 

6.  “Contrary  to  common  belief,  hematuria 
occurs  more  frequently  in  cases  of  benign 
hypertrophy  than  in  cases  of  carcinoma  of 
the  prostate.  The  reason  is  obvious:  Benign 
hypertrophy  originates  in  the  periurethral 
glands,  carcinoma  in  the  periphery  of  the 
prostate.”  — H.  Weyrauch,  loc.  cit.,  p.  382. 

7.  “Almost  all  the  patients  with  urinary 
frequency  and  urgency  for  which  no  physical 
cause  can  be  found  are  women,  and  almost 
all  are  sexually  repressed  or  even  frigid, 
their  symptoms  originating  in  situations  of 
sexual  frustration  or  temptation.”  — A. 
Auerback  and  D.  Swir,  Calif.  Med.,  January 
1952,  p.  23. 

8.  “To  minimize  the  incidence  of  recur- 
rent stone  formation,  the  following  factors 
warrant  complete  investigation  in  each  case 
of  renal  lithiasis: 

1.  Focal  infection.  Through  the  work  of 
Rosenow  and  Meissner,  I am  convinced  that 
foci  of  infection,  especially  in  the  teeth,  the 
cervi  and  the  prostate,  should  be  eradicated. 
2.  Local  infection  in  the  urinary  tract.  3.  Co- 
existing hyperparathyroidism.  4.  Is  a meta- 
bolic disease  responsible,  such  as  gout,  cysti- 
nuria,  oxaluria  or  xanthinuria?  5.  If  phos- 
phaturia  is  present,  is  it  (a)  temporary  as 
the  result  of  alkaline  medication,  (b)  per- 
manent infective  phosphaturia  due  to  per- 
manent noninfective  phosphaturia  associated 
with  diet?  6.  Is  there  an  excess  of  crystal- 
loids in  the  urine  such  as  may  be  observed 
in  gout  or  oxaluria?  7.  Are  the  hydrotropic 
substances  and  colloids  (such  as  24  hour  ex- 
cretion of  urea  in  the  urine)  normal?  8.  Is 
there  vitamin  A deficiency,  vitamin  B defi- 
ciency, or  stasis?”  — Charles  C.  Higgins, 
(Cleveland  Clinic)  Postgraduate  Medicine, 
Volume  12,  1952,  p.  346. 

9.  “I  will  not  go  into  detail  concerning 
the  surgical  procedures  utilized  in  calculous 
disease  except  to  say  that  conservatism  is 
essential.  In  16  per  cent  of  cases,  a patient 

(Continued  on  Page  65) 
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EXPERIMENTAL  AND  CLINICAL  ASPECTS  OF 
PAROXYSMAL  AURICULAR  TACHYCARDIA  WITH  BLOCK 


By  Harold  D.  Levine,  M.  D.,  Norman  F.  Wyatt,  M.  D.,  and  Bernard 
Lown,  M.  D.,  Peter  Bent  Brigham  Hospital,  Boston 


Experience  over  the  past  eleven  years  in- 
dicates that  there  is  a specific  auricular  ar- 
rhythmia which  not  uncommonly  results 
from  digitalis  toxicity.  This  is  paroxysmal 
auricular  tachycardia  with  block  (PAT  with 
block),  a condition  in  which  the  auricular 
rate  usually  ranges  between  150  and  200,  in 
which  there  exists  auricula-ventricular  block 
in  varying  degrees  and  in  which  carotid 
sinus  stimulation  fails  to  abolish  the  tachy- 
cardia but  rather  increases  the  degree  of 
auriculo-ventricular  block.  This  disturbance 
generally  develops  in  patients  severely  ill 
with  advanced  congestive  heart  failure  who 
have  received  the  entire  gamut  of  depletion 
therapy  including  salt  restriction,  mercurial 
diuretics  and  digitalis.  It  arises  as  a con- 
sequence of  digitalis  intoxication  whether  the 
latter  results  from  an  absolute  overdose  with 
the  drug  or  from  a relative  overdose  con- 
ditioned by  changes  in  the  bodily  threshold. 
Other  clinical  and  electrocardiographic  evi- 
dences of  digitalis  toxicity  are  usually  pres- 
ent. 

In  a period  of  11  years  at  the  Peter  Bent 
Brigham  Hospital  65  episodes  have  been  de- 
tected in  50  patients.  This  condition  is  com- 
monly missed  and  the  above  figures  probably 
represent  but  a minimum  incidence;  further- 
more PAT  with  block  may  stimulate  other 
mechanisms  such  as  auricular  fibrillation 
or  flutter,  nodal  tachycardia,  classical  par- 
oxysmal auricular  tachycardia,  ventricular 
tachycardia  and  normal  sinus  rhythm. 

In  83  per  cent  of  the  patients  digitalis  was 
implicated  in  one  way  or  another  as  a cau- 
sative factor.  In  36  episodes  (or  55  per  cent) 
digitalis  intoxication  existed  by  evidence 
other  than  PAT  with  block.  Eight  of  the 
episodes  occurred  in  patients  who,  though 
on  digitalis  maintenance,  had  received  mer- 
curial injections  and  sustained  substantial 
diureses.  In  five  of  these  eight  ammonium 
chloride  treatment  preceded  the  diuretic.  In 
six  of  the  eight  patients  data  was  available 
on  the  weight  response  to  the  diuretic;  the 
average  weight  loss  was  4.4  kilos.  The  re- 
maining 10  (or  15  per  cent),  in  whom  digi- 


♦These  condensed  reports  published  by  permission  of  the  New 
England  Cardiovascular  Society. 


tabs  was  presumed  to  be  a factor,  had  a 
variety  of  conditions  which  are  believed  to 
sensitize  to  the  toxic  action  of  digitalis,  in 
the  majority  of  cases  by  changes  in  the  po- 
tassium balance  of  the  body. 

In  eleven  patients  digitalis  was  definitely 
not  implicated.  Six  of  these  had  not  received 
digitalis  at  all. 

A comparison  of  patients  with  PAT  with 
block  with  a similarly  studied  group  of  pa- 
tients with  auricular  flutter  showed  a pre- 
ponderance of  congestive  heart  failure,  di- 
gitalis implication  and  a higher  mortality  in 
the  PAT  with  block  group.  The  electro- 
cardiogram also  differs  in  many  respects. 
In  52  of  the  65  episodes  of  PAT  with  block 
the  auricular  rate  was  less  than  200,  thus 
acounting  for  the  iso-electric  baseline  bet- 
ween the  P waves.  In  49  of  the  65  episodes 
the  P waves  were  upright  in  Leads  II  and 
III.  Frequently  these  P waves  were  di- 
minutive in  size. 

Studies  carried  out  by  Dr.  Lown  during 
the  last  year  showed  that  in  14  episodes  of 
PAT  with  block  induced  by  digitalis  over- 
dosage 20  milliequivalents  of  potassium 
orally  or  intravenously  proved  rapidly  ef- 
fective in  reverting  the  abnormal  rhythm. 
The  converse  phenomenon,  namely  the  in- 
duction of  PAT  with  block  during  the  re- 
moval of  potassium  by  the  artificial  kidney 
while  on  maintenance  digitalis  occurred  in 
two  patients.  In  parallel  studies  consisting 
of  the  administration  of  potassium  to  vary- 
ing supraventricular  arrhythmias,  including 
three  patients  with  the  idiopathic  (non- 
digitalis-induced) varity  of  PAT  with  block, 
no  changes  were  observed  even  though  mild 
hyperkalemia  was  induced  in  some  of  the 
patients. 

PAT  with  block  in  these  cases  is  the  re- 
sultant of  the  combined  action  of  digitalis 
in  slowing  auriculo-ventricular  conduction 
while  increasing  auricular  myocardial  exci- 
tability. In  a sense,  this  arrhythmia,  like 
so  many  of  the  complications  of  the  treat- 
ment of  heart  disease,  represents  a by- 
product of  the  thoroughness  of  modern  de- 
pletion therapy  of  congestive  heart  failure. 
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COR  PULMONALE 

By  Lewis  Dexter,  M.  D.,  Florence  W.  Haynes,  Ph.  D.,  Lawson  McDonald,  M.  D.,* 
Murray  Rabinowitz,  M.  D.,**  and  George  A.  Saxton,  Jr.,  M,  D.** 

*From  the  Medical  Clinic,  Peter  Bent  Brigham  Hospital,  and  the  Department 
of  Medicine,  Harvard  Medical  School,  Boston 


Pulmonary  disease  adversely  affects  the 
heart  by  two  mechanisms.  The  pulmonary 
arterial  pressure  may  be  elevated  as  a result 
of  an  increased  resistance  to  the  flow  of 
blood  through  the  precapillary  portion  of  the 
pulmonary  vasculature.  In  addition,  hypoxia, 
on  the  basis  of  pulmonary  diffusion  and  dis- 
tribution difficulties  may  stimulate  an  in- 
crease in  cardiac  output  which  intensifies 
the  pulmonary  hypertension.  The  arterial 
oxygen  unsaturation  may  also  directly  impair 
myocardial  efficiency. 

Pulmonary  heart  disease  may  occur 
acutely,  as  in  pulmonary  embolization,  sub- 
acutely,  as  in  miliary  carcinomatosis,  or  in 
a chronic  form.  A partial  classification  of 
chronic  cor  pulmonale  follows. 

1.  Diffuse  pulmonary  parenchymal 

disease 

a.  Emphysema 

b.  Pulmonary  fibrosis  and 
granulomatosis 

c.  Kyphoscoliosis 

2.  Diffuse  pulmonary  vascular  disease 

a.  Recurrent  pulmonary  embolism 

b.  Pulmonary  thrombosis 

c.  Pulmonary  arteritis 

d.  Sickle  cell  anemia 

e.  Schistosomiasis 

f.  Idiopathic 

3.  Congenital  heart  disease 

a.  Anomalies  with  large 
left-to-right  shunts 

b.  Eisenmenger’s  syndrome 

4.  Mitral  stenosis  and  left  ventricular 

failure 

The  pathogenesis  of  the  increased  pul- 
monary vascular  resistance  is  obscure.  Dif- 
fuse anoxic  areas  associated  with  extensive 
parenchymal  disease  can  conceivably  pro- 
duce active  vasoconstriction.  A diminution 
of  the  number  and  cross-sectional  area  of  the 
pulmonary  arterioles  is  undoubtedly  present. 
In  other  instances,  mechanical  plugging  or 
narrowing  of  the  vessels  contributes  to  the 
pulmonary  hypertension.  In  congenital  heart 
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disease  with  large  shunts,  it  is  postulated 
that  the  greatly  increased  pulmonary  blood 
flow  stimulates  alterations  in  the  arteriolar 
wall,  leading  to  an  increased  resistance  to 
flow.  Similar  increases  in  arteriolar  re- 
sistance occurring  in  mitral  stenosis  and  left 
ventricular  failure  are  assumed  to  be  as- 
sociated with  the  elevated  pulmonary  “ca- 
pillary” pressures. 

Increased  pulmonary  arterial  pressures 
are  associated  with  a diminished  cardiac 
output.  The  cardiac  output  was  found  to  be 
inversely  proportional  to  the  logarithm  of 
the  total  pulmonary  resistance.  A widened 
A-V  difference  and  a lowered  tissue  oxygen 
tension  results.  The  right  ventricle  may  fail 
under  the  increased  work  load  imposed  upon 
it.  In  the  absence  of  hypoxia,  the  symptoms 
of  cor  pulmonale  are  usually  overshadowed 
by  those  caused  by  the  pulmonary  disease. 

Diagnosis  of  pulmonary  heart  disease  has 
been  facilitated  by  the  introduction  of  the 
cardiac  catheter.  However,  radiological  and 
electrocardiographic  evidence  of  pulmonary 
artery  or  right  ventricular  enlargement  in 
the  presence  of  a reasonable  etiological 
factor  is  usually  sufficient  for  diagnosis. 
Therapy  consists  of  treatment  of  the  underly- 
ing pulmonary  disease  and  of  the  secondary 
congestive  failure. 

The  patient’s  condition  may  be  greatly  ag- 
gravated by  the  superimposition  of  an  acute 
hypoxemic  episode,  such  as  occurs  in  a pneu- 
monia, upon  the  pulmonary  vascular  ob- 
struction. Hypoxemia  stimulates  an  increase 
in  cardiac  output  which  results  in  a consid- 
erable additional  rise  in  pulmonary  arterial 
pressure.  The  arterial  unsaturation  itself, 
in  addition,  diminishes  the  efficiency  of  the 
myocardium. 

Alleviation  of  the  hypoxia  under  these 
conditions  is  specific  therapy.  The  danger 
of  carbon  dioxide  accumulation  and  narcosis 
due  to  administration  of  oxygen  to  these 
patients  is  well  recognized.  Intermittent 
oxygen  therapy  and  close  supervision  di- 
minish this  hazard.  However,  a respirator 
may  at  times  be  temporarily  necessary  if 
the  respiratory  center  fails  to  regain  its 
normal  sensitivity  to  carbon  dioxide  tension. 
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A DIGITALIS  TOLERANCE  TEST* 

By  Bernard  Lowli,  M.  D.,  Augustus  T.  Crocker,  M.  D.,  and  Samuel  A.  Levine,  M.  D. 

*From  the  Medical  Clinic,  Peter  Bent  Brigham  Hospital  and  the  Department 
of  Medicine,  Harvard  Medical  School,  Boston 


A test  has  been  devised  providing  inform- 
ation as  to  the  degree  of  digitalization  in 
patients  whose  digitalis  status  is  in  doubt. 

The  testing  agent  is  acetyl  strophanthidin ; 
its  action  begins  within  1-7  minutes  after  in- 
travenous administration.  Toxicity  lasts  up 
to  20  minutes  and  the  duration  of  its  effect 
is  about  2 hours. 

First,  an  experimental  study  was  carried 
out  in  dogs.  Acetyl  strophanthidin  was  used 
to  determine  the  possibility  of  quantitative 
prediction  of  the  presence  of  a known  amount 
of  ouabain  in  the  body.  The  predicted  dose  of 
ouabain  was  derived  from  the  difference  in 
the  doses  of  acetyl  strophanthidin  for  achiev- 
ing ventricular  tachycardia  both  prior  to  and 
following  the  administration  of  a fixed 
quantity  of  ouabain.  In  20  assays  in  4 dogs 
there  was  correspondence  between  the  pre- 
dicted and  known  quantities  of  ouabain.  The 
mean  variation  from  the  known  value  for  all 
assays  was  13  per  cent. 

A clinical  study,  consisting  of  15  assays 


1954  Geriatrics  Meeting 
The  11th  annual  meeting  of  the  American 
Geriatrics  Society  will  be  held  at  the  Hotel 
Fairmont  in  San  Francisco  just  preceding 
the  meeting  of  the  American  Medical  As- 
sociation. The  scientific  sessions  of  the  me- 
eting will  begin  June  17  and  continue 
through  June  19. 


Aphorisms  and  Memorabilia  . . . 

(Continued  From  Page  62) 
with  a stone  in  one  kidney  will  have  an  attack 
of  colic  in  the  opposite  side  within  less  than 
three  years.”  — Charles  C.  Higgins,  (Cleve- 
land Clinic)  loc.  cit.,  p.  349. 

10.  “In  the  the  use  of  diet  in  treatment 
of  renal  lithiasis,  two  facts  should  be  remem- 
bered : (1)  One  group  of  stones  — phosphate 
and  carbonate  — can  form  only  in  urine 
which  is  alkaline  and  (2)  cystine,  uric  acid, 
xanthic  and  guanine  stones  are  produced  from 
salts  which  precipitate  in  urine  which  is  acid. 
Oxalates  are  precipitated  in  connection  with 
a wide  range  of  urinary  pH  and  must  be 
treated  a little  differently.”  — Charles  C. 
Higgins,  (Cleveland  Clinic)  loc.  cit.,  p.  350. 


in  14  patients,  followed.  All  patients  were 
in  congestive  heart  failure  and  presented 
problems  in  digitalis  therapy.  Acetyl  strop- 
hanthidin was  given  intravenously  by  a 
fractional  dose  method  over  a 15-20  minute 
period  until  either  a therapeutic  or  toxic  end 
point.  The  results  were  then  translated  in 
terms  of  digitalis  preparation  currently  in 
use.  On  the  basis  of  this  11  patients  were 
found  to  require  and  received  more  digitalis. 
Six  required  and  received  full  and  five 
partial  digitalizing  doses.  In  three  digitalis 
was  not  indicated,  in  two  of  these  because  of 
previous  digitalis  intoxication  and  in  the 
third  because  of  increased  sensitivity  to  the 
drug. 

This  new  test  permits  determination,  with- 
in a period  of  about  30  minutes  whether  a 
patient  has  received  excessive  or  inadequate 
digitalis.  In  some  instances,  it  indicates 
whether  digitalis  will  be  beneficial  and  also 
the  approximate  dosage  of  any  other  digitalis 
preparation  for  optimal  effect. 


25th  Annual  Meeting  of  the  Aero 
Medical  Association 
The  Aero  Medical  Association  announces 
it’s  forthcoming  25th  annual  meeting  to  be 
held  at  the  Hotel  Statler,  Washington,  D.  C., 
March  29-31,  1954. 

An  outstanding  scientific  program  and 
calendar  of  social  events  is  being  arranged 
under  the  direction  of  the  President  of  the 
Association,  Rear  Admiral  Bertram  Groes- 
beck,  Jr.,  Medical  Corps,  USN,  retired,  Di- 
rector, Department  of  Health,  State  of  In- 
diana. 


MEDICAL  ODDITIES 

Infant  Feeding  In  Colonial  America 
Canfield,  E.,  J.  Pediat.  1+1:673,  1952 
“. . .The  infant  refusing  the  Breast,  . . .it  was 
offered  the  raw  flesh  of  a fowl,  cut  fine,  and 
dipt  in  the  fowl’s  blood ; on  which  it  has  fed 
heartily  every  Day  since  its  Birth,  and  is 
the  only  food  the  child  has  taken,  till  a few 
Days  since,  when  it  eat  a little  milk  mixt 
with  blood.”  Essex  Gazette:  Sept.  1+.  1770. 

( Canned , processed  buhy  food  first  made  its  appearance  on  the 
American  market  in  1925. — Ed.) 

Clinical  Clippings,  March,  1953. 
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THE  DIFFERENTIAL  DIAGNOSIS  OF  PAIN  ASSOCIATED 
WITH  NEUROLOGICAL  DISORDERS* 

By  Luman  E.  Daniels,  M.  D.,  Denver 


Despite  all  the  modern  aids  to  diagnosis,, 
errors  continue  to  be  made  because  symptoms 
are  not  properly  interpreted.  There  are  many 
conditions  which  cannot  be  diagnosed  by 
x-ray  examination,  electroencephalography, 
pneumoencephalography,  and  all  the  other 
laboratory  procedures.  It  is  my  purpose  this 
evening  to  show  how  prompt  recognition  of 
certain  characteristic  types  of  pain  can  be 
one  of  the  best  diagnostic  short  cuts  at  our 
disposal.  The  diagnosis  of  maladies  which 
are  manifested  by  pain  and  little  else  depends 
almost  entirely  on  a knowledge  of  the  charac- 
teristic features  of  the  pain  peculiar  to  each 
of  these  conditions.  Even  when  there  are  a 
number  of  symptoms  and  physical  signs,  the 
nature  of  the  patient’s  pain  may  quickly  put 
us  on  the  right  track. 

Location  of  a pain  can  be  no  less  important 
than  its  character.  It  is  good  practice  not  to 
rely  on  the  patient’s  accuracy  in  the  use  of 
anatomic  terms  but  to  have  him  show  with 
his  finger  where  the  pain  is  felt.  Pain  due 
to  irritation  of  a sensory  nerve  root  will  be 
experienced  in  the  corresponding  segmental 
zone  of  the  body,  whereas  that  due  to  in- 
volvment  of  a peripheral  nerve  is  likely  to 
be  confined  to  the  cutaneous  distribution  of 
that  nerve.  A diagnostician  should  have  at 
his  disposal  charts  showing  the  segmental 
and  peripheral  innervation  of  the  body  unless 
he  can  keep  this  information  in  his  mind. 

FACIAL  PAIN 

Unwarranted  diagnoses  of  trigeminal  neu- 
ralgia are  not  infrequent.  For  a correct  diag- 
nosis, two  criteria  must  be  fulfilled;  first, 
the  pain  must  be  confined  to  the  area  in- 
nervated by  the  trigeminal  nerve;  second, 
it  must  come  on  in  sudden  paroxysms  of 
flashing  pain.  The  patient  may  experience 
bursts  of  pain  in  rapid  succession  but  the 
individual  paroxysms  are  of  brief  duration. 
Another  important  feature  is  the  trigger 
phenomenon.  Touching  the  area  involved 
frequently  sets  off  the  pain,  as  do  talking  and 
eating.  When  the  patient  starts  to  describe 
his  symptoms  the  side  of  his  face  may  sud- 
denly draw  up  while  he  places  his  hand 
before  it  as  if  for  protection.  There  is  then 
little  doubt  about  a diagnosis  of  tic  doulou- 
reux. In  the  beginning  the  pain  is  usually 
experienced  in  one  division  of  the  trigeminal 

* Paper  read  before  the  Monthly  Staff  Conference,  William 
Beaumont  Army  Hospital,  El  Paso,  Texas,  December  18,  1952. 


nerve,  usually  either  the  second  or  third,  that 
is,  in  the  upper  or  lower  jaw.  When  the  first 
or  ophthalmic  division  is  involved,  rubbing 
the  eyebrow  may  bring  on  a flash  of  pain.  I 
have  never  known  a patient  suffering  with 
trigeminal  neuralgia  who  complained  of  pain 
in  the  eye  itself. 

Pain  in  the  face  due  to  involvement  of  the 
trigeminal  nerve  by  an  intracranial  mass  is 
likely  to  be  more  prolonged  and  is  usually 
accompanied  by  subjective  numbness.  Loss 
of  sensation  can  generally  be  demonstrated, 
corneal  anesthesia  being  common.  The  mus- 
cles of  mastication  may  be  weak  on  the  side 
of  the  lesion  when  the  mandibular  division 
of  the  nerve  is  affected.  Carcinoma  of  the 
nasopharynx  often  invades  the  middle  fossa 
of  the  skull  and  involves  one  or  more 
branches  of  the  trigeminal  nerve.  Examin- 
ation of  the  nasopharynx  by  a competent 
otolaryngologist  should  therefore  not  be  neg- 
lected when  a patient  complains  of  pain  and 
numbness  in  his  face.  Aneurysm  of  the  in- 
ternal carotid  artery,  meningioma  and  me- 
tastatic tumor  are  other  lesions  which  must 
be  considered  in  the  differential  diagnosis. 

In  cases  of  postherpetic  neuralgia  there  is 
a history  of  an  attack  of  shingles  and  the 
scars  of  the  previous  herpetic  eruption  are 
usually  plainly  visible.  Pain  due  to  a carious 
molar  may  be  experienced  in  both  the  upper 
and  lower  jaws,  even  in  the  forehead,  but 
in  addition  the  patient  often  complains  of 
pain  deep  in  his  ear.  The  pain  itself  general- 
ly lacks  the  characteristics  of  trigeminal 
neuralgia. 

There  is  another  type  of  pain  in  the  face 
which  has  been  called  neuralgic  migraine  or 
migrainous  neuralgia.  It  is  not  unusual  for 
the  pain  of  hemicrania  to  extend  into  the 
jaws  but  there  are  cases  in  which  the  pain  is 
more  or  less  limited  to  one  side  of  the  face. 
The  pain  is  more  deep  seated  than  it  usually 
is  in  cases  of  trigeminal  neuralgia  and  it 
does  not  come  on  in  brief  paroxysms  but 
tends  to  persist  unabated  for  a number  of 
hours,  if  not  all  day.  The  periodicity  of  the 
attacks  and  the  accompanying  malaise  ge- 
nerally indicate  the  relation  to  migraine.  A 
particular  and  more  common  variety  of  neu- 
ralgic migraine  was  termed  “ciliary  neu- 
ralgia” by  Harris  (1).  In  this  condition,  the 
pain  is  experienced  in,  behind  or  about  the 
eye  and  seldom  lasts  longer  than  an  hour  or 
two,  although  it  tends  to  come  on  one  or  two 
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times  a day  over  a period  of  several  weeks 
before  stopping  for  the  time  being.  Of  con- 
siderable interest  is  the  occasional  develp- 
ment  in  some  of  these  cases  of  Horner’s 
syndrome  (miosis  and  slight  drooping  of  the 
upper  lid)  on  the  side  where  the  pain  is  re- 
gularly experienced. 

Glossopharyngeal  neuralgia  is  exceedingly 
rare.  The  pain  is  experienced  in  the  throat 
and  deep  in  the  ear  and  is  brought  on  by 
talking  and  swallowing.  Cocainization  of  the 
throat  affords  temporary  relief. 

RADICULAR  PAIN 

Pain  due  to  irritation  of  a sensory  nerve 
root  by  a tumor  compressing  the  spinal  cord 
is  experienced  in  the  segmental  zone  of  the 
body  innervated  by  the  root  involved.  It 
is  aggravated  by  coughing  and  sneezing, 
tends  to  awaken  the  patient  at  night  and  is 
often  relieved  by  walking.  Pain  resulting 
from  compression  of  a spinal  nerve  root  by 
a ruptured  intervertebral  disk  is  likewise 
experienced  in  the  corresponding  segmental 
area.  It  is  perhaps  not  so  regularly  ag- 
gravated by  coughing  and  sneezing  and  it 
is  more  likely  to  be  increased  by  movement 
of  the  portion  of  the  vertebral  column  where 
the  protrusion  occurs. 

The  common  site  of  herniation  of  the  nu- 
cleus pulposus  in  the  cervical  region  is  the 
sixth  cervical  intervertebral  disk.  The  pa- 
tient complains  of  pain  in  the  neck,  shoulder 
and  down  the  arm.  A sensation  of  tingling 
down  the  back  of  the  forearm  into  either  the 
thumb  and  index  finger  or  the  index  and 
middle  fingers  is  a common  symptom.  Al- 
though the  patient  is  usually  able  to  dif- 
ferentiate between  the  head  and  the  point 
of  a pin,  the  point  feels  less  sharp  in  the 
digits  involved.  One  can  often  map  out  a 
narrow  strip  of  subjectively  diminished  sen- 
sation down  the  lateral  aspect  of  the  arm  and 
the  posterolateral  aspect  of  the  forearm.  The 
triceps  reflex  is  frequently  diminished  or 
absent  on  the  affected  side ; in  fact,  the 
triceps  muscle  may  be  actually  weak.  Pain 
and  tenderness  in  a small  area  medial  to  the 
upper  portion  of  the  scapula  seem  equally 
characteristic.  When  pressure  is  applied  to 
the  cervical  spinous  processes,  tenderness  is 
usually  maximal  when  the  sixth  cervical 
spine  is  pressed  upon.  Movements  of  the 
cervical  portion  of  the  spine  are  generally 
restricted  by  muscular  resistance,  although 
in  a recent  case  the  head  could  be  moved 
freely  in  all  directions  (2). 

The  fourth  and  fifth  lumbar  intervertebral 
disks  are  the  ones  most  prone  to  rupture. 
Pain  is  usually  experienced  in  the  lower  part 
of  the  back  first,  although  from  the  beginn- 
ing it  may  be  limited  to  the  buttock,  the  la- 


teroposterior  aspect  of  the  thigh  and  the  la- 
teral portion  of  the  leg.  Pain  and  numbness 
extending  down  the  leg  immediately  lateral 
to  the  shin  into  the  medial  part  of  the  dorsum 
of  the  foot  indicates  compression  of  the  fifth 
lumbar  root  by  protrusion  of  the  fourth 
lumbar  disk.  Whenever  the  fifth  lumbar  root 
is  involved,  sensation  for  pin  prick  is  likely 
to  be  diminished  along  the  strip  described, 
the  sensory  loss  being  particularly  evident 
over  the  great  toe.  Of  the  lumbar  spinous 
processes,  the  fourth  lumbar  is  generally  the 
most  tender  on  pressure.  In  one  case  of  her- 
niation of  the  fourth  lumbar  disk,  the  strip 
of  subjective  hypalgesia  crossed  the  knee  cap 
and  extended  down  the  inner  surface  of  the 
shin  where  the  patient  experienced  his  most 
severe  pain.  The  patella  reflex  was  more 
sluggish  on  the  involved  side.  In  this  case 
the  fourth  lumbar  root  was  compressed  as  it 
entered  the  intervertebral  foramen.  In  cases 
of  rupture  of  the  fifth  lumbar  disk,  pain 
below  the  knee  is  experienced  in  the  lateral 
or  posterolateral  part  of  the  calf.  The  patient 
may  volunteer  the  information  that  the  outer 
edge  of  his  foot  feels  numb.  Diminished 
sensation  for  pain  can  often  be  demonstrated, 
not  only  here  but  along  the  rest  of  the  first 
sacral  segmental  area  up  into  the  buttock.  A 
diminished  or  absent  achilles  reflex  is  furt- 
her evidence  of  involvement  of  the  first 
sacral  root  (3). 

Although  no  doubt  the  most  frequent,  rup- 
tured intervertebral  disk  is  by  no  means  the 
only  cause  of  sciatic  pain.  Pain  following 
the  course  of  the  sciatic  nerve  can  also  be  due 
to  tumor  involving  the  cauda  equina  and 
malignant  disease  of  the  lumbar  vertebrae. 
Among  the  epidural  tumors,  lymphoblastoma 
seems  to  be  especially  common.  Tumors  lying 
in  the  hollow  of  the  sacrum  and  involving  the 
sacral  plexus  can  be  felt  by  rectal  examin- 
ation. X-ray  examination  in  one  of  my  cases 
of  protracted  sciatica  revealed  metastatic 
carcinoma  of  the  sacrum. 

The  term,  sciatica,  is  used  rather  indis- 
criminately. It  obviously  does  not  apply 
when  the  pain  is  experienced  in  areas  re- 
moved from  the  course  of  the  sciatic  nerve. 
When,  for  instance,  the  lumbar  plexus  is  in- 
volved by  either  a tumor  or  an  inflammatory 
condition,  pain  and  numbness  extend  from 
the  upper  part  of  the  buttock  into  the  front 
of  the  thigh.  The  patellar  reflex  is  likely  to 
be  diminished  or  absent  and  the  quadriceps 
femoris  muscle  may  become  weakened.  Pain 
in  the  lower  limbs  and  difficulty  in  walking 
are  not  always  due  to  neurologic  conditions. 
Pain  in  the  knee  and  front  of  the  thigh  along 
with  a variable  degree  of  limping  is  seen,  for 
instance,  in  cases  of  malignant  tumor  in- 
volving the  head  of  the  femur  and  disease’of 
the  hip  joint.  Pain  and  limitation  of  motion 
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are  elicited  in  such  cases  by  Patrick’s  test. 
This  test  consists  of  placing  the  heel  on  the 
opposite  knee  and  then  attempting  to  force 
the  knee  of  the  involved  side  downward  and 
outward.  Lasegue’s  test  (straight-leg  raising) 
for  sciatica,  on  the  other  hand,  is  not  particu- 
larly painful.  In  cases  of  occlusive  vascular 
disease  the  element  of  intermittent  claudi- 
cation should  be  apparent  at  once  if  the  pa- 
tient’s story  is  heeded.  The  foot  in  the  re- 
latively ischemic  extremity  blanches  on 
elevation  and  both  the  dorsalis  pedis  and 
posterior  tibial  pulses  are  usually  absent.  It 
is  to  be  regretted  that  more  attention  is  not 
given  to  examination  of  the  extremities  in 
courses  on  physical  diagnosis. 

NEURITIS 

The  accuracy  of  a diagnosis  of  neuritis  is 
open  to  question  whenever  impairment  of 
neural  conduction  cannot  be  demonstrated. 
There  are  certainly  many  other  causes  of 
pain  in  the  neck,  shoulders,  hips  and  ex- 
tremities. Pain,  furthermore,  is  not  cons- 
tantly present  in  cases  of  neuritis.  Acute 
brachial  neuritis,  however,  is  more  common 
than  its  scant  mention  in  the  literature  would 
indicate.  The  condition  characteristically 
begins  with  pain  in  the  shoulder  and  arm 
and,  after  a variable  period,  certain  muscles 
such  as  the  serratus  anterior,  the  deltoid  or 
triceps  become  weak.  All  or  nearly  all  of  the 
muscles  innervated  by  the  fifth  and  sixth 
cervical  nerves  may  be  affected  and  then  the 
clinical  picture  is  that  of  upper  arm  palsy 
of  the  Erb-Duchenne  type.  This  is  often 
strikingly  illustrated  when  brachial  neuritis 
develops  as  a complication  of  serum  sickness. 
Sensory  loss  is  seldom  demonstrated  but  pa- 
resthesias are  common. 

Acute  periarthritis  of  the  scapulohumeral 
joint,  also  known  as  “frozen  shoulder,’’  is  of 
course  more  common  than  acute  brachial 
neuritis.  In  cases  of  brachial  neuritis,  pas- 
sive motion  at  the  shoulder  is  not  restricted 
nor  particularly  painful,  except  when  the  two 
conditions  are  associated.  Muscular  weakness 
is  at  times  observed  in  cases  of  the  shoulder- 
hand  syndrome.  A diagnosis  of  this  con- 
dition, however,  should  not  be  made  unless 
an  acutely  painful  shoulder  joint  is  ac- 
companied by  swelling  and  other  trophic 
changes  in  the  hand.  A healthy  skepticism 
now  seems  to  prevail  regarding  the  existence 
of  the  scalenus  anticus  syndrome  as  a clinical 
entity. 

Injuries  of  the  median  nerve  frequently 
give  rise  to  pain  in  the  hand  which  is  often 
burning  in  character,  hence  the  term,  cau- 
salgia.  Redness  and  mottling  of  the  hand 
arid  fingers,  which  may  sweat  profusely,  are 
other  features  of  causalgia.  With  the  ex- 


ception of  the  tibial  nerve,  injuries  to  nerves 
other  than  the  median  do  not  cause  much 
pain  as  a rule.  The  lesion  causing  causalgic 
pain  need  not  be  of  traumatic  origin.  In  a 
case  of  neurogenic  sarcoma  of  the  tibial 
nerve,  the  patient  complained  bitterly  of 
burning  pain  in  the  sole  of  her  foot.  Similar 
pain  was  experienced  in  the  sole  by  a patient 
suffering  with  what  appeared  to  be  acute 
sacral  radiculitis.  By  contrast,  in  a case  of 
myxoma  of  the  median  nerve,  the  patient 
complained  only  of  numbness  and  tingling  in 
the  first  three  digitis  and  corresponding 
portion  of  the  palm. 

TABETIC  PAINS 

Tabes  dorsalis  is  peculiarly  rich  in  its 
symptomatology,  yet  one  would  hardly  guess 
this  to  be  true  from  reading  some  of  the  text- 
books. Many  physicians  labor  under  the  mis- 
apprehension that  a diagnosis  of  the  disease 
can  be  made  in  the  laboratory.  It  must  never 
be  forgotten  that  the  symptoms  can  persist 
long  after  all  serologic  reactions  have  become 
negative.  Positive  reactions  in  the  spinal 
fluid,  on  the  other  hand,  merely  indicate  the 
presence  of  neurosyphilis;  they  do  not  of 
themselves  warrant  a diagnosis  of  tabetic 
neurosyphilis. 

Proper  recognition  of  the  characteristic 
lightning  pains  is  more  important  from  a 
diagnostic  standpoint  than  any  laboratory 
procedure.  They  do  not  streak  clear  down  a 
limb  as  the  term  might  imply;  they  strike 
with  the  suddenness  of  lightning  but  do  not 
travel  any  great  distance;  in  fact,  they  are 
often  experienced  in  one  spot  at  a time.  The 
pains  may  jab  the  patient  several  times  in 
one  spot,  each  individual  jab  lasting  a 
fraction  of  a second.  Immediately  following 
a pain  the  area  affected  can  be  sensitive  to 
a light  touch  even  though  a vigorous  slap  to 
the  same  region  causes  no  discomfort  what- 
ever. The  patient  whose  back  is  unduly 
sensitive  to  a gentle  touch,  as  well  as  to  hot 
and  cold  applications,  does  not  seem  to  mind 
the  thrust  of  a needle  or  a heavy  blow  from 
the  examiner’s  fist.  Lancinating  pains  can 
be  experienced  in  any  part  of  the  body  al- 
though more  frequently  in  the  legs. 

Although  longer  than  lightning  pains, 
girdle  pains  are  often  of  relatively  short  du- 
ration. The  transient  nausea  frequently  ex- 
perienced during  the  attack  indicates  the  re- 
lation to  tabetic  crises.  The  pain  of  a severe 
abdominal  crisis  may  be  of  the  girdle  variety. 
In  my  experience,  girdle  pains  do  not,  as  a 
rule,  extend  around  an  entire  half  of  the 
trunk.  They  usually  involve  only  a small 
portion  of  a given  segmental  zone,  the  region 
below  the  scapula  being  a favored  site. 

Abdominal  crises  can  consist  solely  of  per- 
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sistent  vomiting  with  distressing  nausea.  The 
only  other  discomfort  experienced  by  the 
patient  may  be  a sense  of  constriction  in  the 
lower  part  of  the  chest  and  upper  part  of  the 
abdomen.  In  many  cases,  of  course,  the  pain 
is  severe  and  is  not  always  accompanied  by 
vomiting.  Here  again  the  sensitivity  to  light 
touch  and  the  lack  of  it  on  deep  pressure  are 
striking.  This  feature  alone  should  help  to 
exclude  an  acute  intra-abdominal  condition. 
Tabetic  crises  are  characteristically  abrupt 
in  their  onset  and  can  stop  almost  as  quickly. 
After  being  deathly  sick  for  several  days,  the 
patient  may  suddenly  feel  better  and  be  ready 
to  eat  again. 

A diagnosis  of  tabes  dorsalis  is  sometimes 
rejected  because  vibratory  sensation  is  pre- 
served in  the  legs  and  the  patient  is  not 
ataxic.  As  a matter  of  fact,  the  disease 
process  can  be  arrested  at  any  point.  Many 
a patient,  plagued  through  the  years  with 
lightning  pains  though  he  is,  never  becomes 
ataxic.  Vibratory  sensation  is  frequently  not 
diminished,  at  least  not  when  tested  by  the 
usual  clinical  methods.  Delayed  perception 
of  pin  prick  is  a far  more  constant  finding  in 
my  experience.  When  the  achilles  tendon  is 
firmly  pinched,  the  patient  may  not  ex- 
perience pain  until  after  a lapse  of  several 
seconds,  if  at  all.  Painless  fractures  and 
complete  anesthesia  of  the  testes  for  pain 
are  the  most  impressive  clinical  phenomena 
of  all. 
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Proctology  Meeting 

All  physicians  are  cordially  invited  to  at- 
tend the  Sixth  Annual  Convention  of  the  In- 
ternational Academy  of  Proctology  to  be  held 
at  the  Palmer  House,  Chicago,  Illinois,  April 
8,  9,  10  and  11th,  1954. 

An  extensive  Motion  Picture  Seminar  of 
Proctologic  Surgery  (including  office  tech- 
niques) will  be  held  on  April  11th,  1954. 
All  scientific  papers  will  present  the  latest 
developments  in  proctology  and  gastroenter- 
ology. 

Because  general  practitioners,  as  well  as 
gastroenterologists  and  proctologists,  face 
proctologic  problems  in  their  daily  practice, 
much  of  the  program  has  been  planned  to 
answer  their  questions. 


POSTGRADUATE  CONFERENCE 
(Scott  and  White  Clinic) 

The  Temple  Division  of  the  University  of 
Texas  Postgraduate  School  of  Medicine  an- 
nounces its  forthcoming  Medical  and  Sur- 
gical Conference  to  be  held  Feb.  22-23-24, 
1954.  The  program,  sponsored  by  Scott, 
Sherwood  and  Brindley  Foundation,  will  be 
presented  by  members  of  the  staff  of  Scott 
and  White  Clinic. 

The  Postgraduate  Conference  will  be  di- 
rected primarily  toward  the  interest  of  the 
physician  engaged  in  private  practice.  The 
morning  sessions  will  consist  of  operative 
clinics  directed  by  the  surgeons,  with  con- 
sulting internists,  radiologists,  and  phatolo- 
gists  participating;  while  the  afternoon  ses- 
sions will  be  composed  of  round-table  lun- 
cheon discussions,  panels,  and  symposia.  A 
formal  lecture  will  be  presented  each  even- 
ing, with  a banquet-lecture  on  the  final  night. 


Rural  Health  Topic  of 
National  Conference 

The  roles  of  community  planning,  cooper- 
ative efforts,  nutrition  and  insurance  in  the 
maintenance  of  healthful  conditions  in  agri- 
cultural areas  will  be  discussed  at  the  ninth 
annual  national  conference  on  rural  health 
in  Dallas,  March  4-6. 

The  conference,  sponsored  by  the  American 
Medical  Association’s  Council  on  Rural 
Health,  will  be  held  in  the  Baker  Hotel.  It 
will  be  participated  in  by  physicians  and  by 
farm,  community  and  education  groups,  in- 
cluding agricultural  extension  workers,  from 
all  parts  of  the  country. 


Obstetricians,  Gynecologists 
to  Meet  in  San  Diego 

The  annual  meeting  of  the  Southwest 
Obstetrical  and  Gynecological  Society  will  be 
held  in  San  Diego  in  1954  and  in  El  Paso 
in  1955. 

Locations  for  the  next  two  meetings  were 
selected  at  the  third  annual  session  of  the 
society  in  Albuquerque,  N.  M. 

Officers  elected  at  the  meeting  are  Dr. 
William  McGee  of  San  Diego,  president;  Dr. 
Celso  C.  Stapp,  El  Paso,  president-elect;  Dr. 
Charles  E.  Van  Epps,  Phoenix,  vice-pres- 
ident; Dr.  Jesse  A.  Rust,  Jr.,  San  Diego, 
secretary;  and  Dr.  D.  Dalton  Deeds,  San 
Diego,  treasurer. 

Speakers  at  the  convention  were  Dr.  Albert 
H.  Aldridge,  New  York  City;  Dr.  Nicholson 
Joseph  Eastman,  Baltimore,  Md. ; Dr.  Frank 
G.  Nix,  New  Orleans;  and  Dr.  Roy  F.  God- 
dard, Albuquerque. 
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CANCER  OF  THE  GASTRO- INTESTINAL  TRACT. 

By  H.  Necheles,  M.  D.,  Ph.  D.,  F.  A.  C.  P.,  Chicago* 


It  is  a fond  hope  that  the  causes  and  sub- 
sequently specific  cures  for  cancer  will  be 
discovered  in  the  near  future.  Until  such 
time,  we  have  to  find  methods  for  its  early 
diagnosis  and  to  help  those  that  suffer  from 
the  disease. 

Unfortunately,  the  diagnosis  of  early 
gastro-intestinal  cancer  is  so  difficult,  that 
most  cases  are  diagnosed  after  the  tumor 
has  spread  and  is  not  resectable  any  more. 
Therefore,  methods  for  early  recognition  are 
top  questions  that  occupy  our  minds. 

For  the  case  of  cancer  of  the  stomach, 
Ochsner  and  Blalock  (1953)  have  expressed 
the  present  status  of  diagnosis  succinctly: 
“It  is  our  conviction  that  if  the  results  of 
treatment  of  gastric  cancer  are  to  be  improv- 
ed, treatment  must  be  instituted  at  a time, 
when  the  diagnosis  cannot  be  made  by  the 
presently  used  diagnostic  techniques.  If  one 
waits  until  the  clinical  picture  and  presently 
available  laboratory  examinations  are  po- 
sitive it  is  likely  to  be  too  late.” 

If  a simple  and  reliable  method,  suitable 
for  mass  screening,  could  be  found  that 
would  indicate  the  presence  of  an  early  car- 
cinoma of  the  stomach,  most  of  its  26,000 
annual  (1948)  victims  may  be  saved  (Ochs- 
ner and  Blalock,  1953).  During  World  War 
II,  over  300,000  Americans  were  killed  in 
action.  During  the  same  period  of  time,  in 
U.  S.  A.,  about  the  same  number  of  people 
were  killed  by  cancer  of  the  digestive  tract, 
and  of  these  deaths,  100,000  were  due  to 
cancer  of  the  stomach  (Lawton  et  ah,  1951). 
The  same  authors  reported  that  of  171,000 
patients  admitted  to  their  hospital,  21,200 
had  cancer,  and  of  these,  1,000  had  cancer 
of  the  stomach.  Thus,  0.6  per  cent  of  all 
patients  admitted  and  4.7  per  cent  of  the 
cancer  patients  had  gastric  malignancy.  Re- 
sectability of  cancer  of  the  stomach  may  be 
as  low  as  10  per  cent,  and  the  5 year  survival 
rate  may  be  as  low  as  0.8  per  cent  (Ochsner 
et  ah,  1953). 

Cancer  of  the  stomach  offers  several  as- 
pects, that  may  lead  to  the  discovery  of  a 
simple  diagnostic  test.  One  of  these  are 
changes  in  gastric  acidity  that  either  precede 
or  accompany  this  condition. 

It  has  been  known  for  a long  time  that,  in 
most  patients,  approximately  in  90  per  cent, 
gastric  cancer  is  accompanied  by  hypo-  or 
anacidity.  Therefore,  if  a practical,  fast 
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screening  test  for  hypo-  or  anacidity  were 
available,  90  per  cent  of  those  people  over 
40  years  of  age  may  be  found,  that  are  suf- 
fering from  the  disease  or  its  possible  pre- 
cursors, such  as  gastric  polyps,  chronic  gas- 
tritis, or  atrophic  gastric  mucosa  (Schindler 
and  Smith,  1942;  Niazi  et  al.,  1949;  Ochsner 
et  ah,  1953).  The  latter  authors  state,  that 
in  the  case  of  benign  polyps  of  the  stomach, 
the  incidence  of  achlorhydria  was  100  per 
cent.  A polyp  only  the  size  of  a pea  was  asso- 
ciated with  achlorhydria,  even  after  stimu- 
lation with  3 doses  of  histamine.  The  first 
group  would  be  operated,  the  second  group 
would  be  either  operated  or  watched  closely. 

With  aging,  gastric  acidity  decreases  and 
the  incidence  of  anacidity  increases  consi- 
derably, apparently  a normal  phenomenon. 
In  the  male  it  rises  from  3.6  per  cent  at  30-34 
years  of  age,  to  23  per  cent  at  60-69  years  of 
age ; the  corresponding  figures  for  the  female 
are  somewhat  higher,  7.6  and  28  per  cent 
(Vanzant  et  al.,  1932,  1933,  1935).  A dis- 
tinct sex  difference  seems  to  exist,  because 
the  drop  in  gastric  acidity  with  age  appears 
to  occur  only  in  males.  This  may  be  related 
to  the  greater  incidence  of  gastric  cancer  in 
the  male  sex.  However,  age  by  itself  does 
not  seem  to  produce  lower  acidity.  In  a 
number  of  cases  followed  over  many  years, 
acidity  dropped  considerably  in  some,  and 
not  at  all  in  others  (Bloomfield,  1940). 

The  incidence  of  anacidity  in  patients  with 
carcinoma  of  the  stomach  is  much  higher 
than  in  normal  persons  of  the  same  age 
groups.  Niazi  et  al.  (1949)  found  as  many 
as  90  per  cent  of  all  patients  with  gastric 
cancer  to  have  gastric  hypo-  or  anacidity. 
Among  1,052  consecutive  patients  seen  at 
the  Mayo  C-linic,  in  whom  stomach  secretion 
studies  were  done,  the  incidence  of  gastric 
cancer  among  males  rose  from  2.5  per  cent 
at  the  age  of  30-39  years  to  13  per  cent  at 
the  age  of  70-79  years,  and  the  correspond- 
ing incidence  of  achlor-  and  hypo-  chlor- 
hydria  (1-29  units  of  free  HC1)  rose  from 
12  per  cent  to  40  per  cent  respectively.  In 
the  same  group,  the  incidence  of  normal  aci- 
dity (30-59  units  of  free  HC1)  or  of  high 
acidity  (above  60  units  of  HC1)  was  very 
low,  varying  from  0.1  to  2.8  per  cent.  As 
an  example,  the  Mayo  group  calculated  that, 
in  the  case  of  a male  aged  60,  with  clinical 
symptoms  of  ulcer,  with  X-ray  evidence  of 
a gastric  lesion,  and  with  a free  acid  of  60, 
there  were  561  chances  in  1,000  of  his  having 
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a duodena]  ulcer,  against  3 chances  in  1,000 
of  his  having  a gastric  cancer.  If  the  same 
person  would  have  gastric  hypo-  or  anacidity, 
the  chances  would  be  reversed  in  favor  of 
gastric  cancer.  At  ages  about  70,  of  1,000 
patients,  129  will  have  gastric  cancer,  9 
gastric  ulcer,  and  173  duodenal  ulcer  (Van 
Zant  et  ah,  1935). 

Reports  from  different  laboratories  on  the 
incidence  and  time  relationship  of  achlor- 
hydria and  cancer  vary  widely.  The  Mayo 
Clinic  group  has  made  extensive  studies  on 
this  question  (Comfort  et  ah,  1937) . It  seems 
that  two  independent  processes  may  lower 
gastric  secretion  in  patients  with  gastric 
carcinoma,  namely  a predisposition  for  gas- 
tric cancer,  and  the  cancer  itself.  Anacidity 
may  develop  long  before  the  cancer  itself 
developed  (Comfort  et  ah,  1947,  Comfort, 
1951),  and  it  may  persist  even  after  total 
removal  of  the  cancer  (Niazi  et  ah,  1949). 
Analysis  of  the  material  of  the  Mayo  Clinic 
has  shown  a distinctly  higher  incidence  of 
anacidity  long  before  gastric  carcinoma 
became  apparent,  as  much  as  20  years.  This 
indicates  either  a predisposition  for  cancer 
in  the  achlorhydric  stomach  or  a common 
cause  for  both,  achlorhydria  and  gastric  car- 
cinoma. It  is  well  established  now,  that  in 
pernicious  anemia  and  in  the  presence  of 
gastric  polyps,  histamine  refractory  achlor- 
hydria exists.  In  both  conditions,  the  inci- 
dence of  gastric  carcinoma  is  considerably 
above  that  of  the  normal  population. 

That  cancer  itself  can  lower  gastric  acidity 
is  indicated  by  a relationship  between  size  of 
gastric  cancer  and  acid  secretion.  Thus,  the 
percentage  of  anacidity  was  49  per  cent  in 
cases  of  resectable  cancer,  77  per  cent  in 
cases  in  which  exploration  was  done  but  re- 
section was  not  carried  out,  and  93  per  cent 
in  frankly  inoperable  cases.  When  the  size 
of  gastric  cancer  was  3 cm  or  less  in  diam- 
eter, secretion  was  practically  the  same  as 
in  a comparable  group  of  normal  persons. 
The  larger  the  cancer  was,  the  lower  was 
free  acidity  and  the  incidence  of  achlor- 
hydria. The  percentage  of  achlorhydria  rose 
to  as  high  as  90  per  cent  and  free  acid  fell 
to  as  low  as  10  units,  when  the  cancer  was 
10  cm  or  more  in  diameter  (for  other 
opinion,  see  Hartman,  1922).  While  these 
results  suggest,  that  the  growth  of  the  tumor 
depresses  gastric  acidity,  another  interpreta- 
tion is  possible.  The  larger  cancers  were 
found  in  stomachs  that  were  known  to  have 
been  achlorhydric  before  the  development 
of  cancer.  This  may  indicate  that  cancer 
grows  larger  before  symptoms  lead  the 
patient  to  have  a medical  examination  when 


achlorhydria  had  been  present  before  the 
development  of  cancer,  than  when  free  HC1 
had  been  present. 

Cancer  of  the  stomach  may  depress  gastric 
acidity  in  several  ways:  by  destruction  of 
acid  secreting  cells  ; by  increasing  the  amount 
of  neutralizing  fluid  in  the  stomach  by  ex- 
udation of  materials  from  the  cancer,  by  in- 
creased secretion  of  mucus,  etc. ; and,  finally, 
by  vitamin  deficiency  and  cachexia.  Vitamin 
B1  deficiency  has  been  held  responsible  by 
some. 

In  the  case  of  ulcerating  carcinoma,  plasma 
seems  to  exsude  into  the  stomach,  neutraliz- 
ing acid.  Also,  aminoacids  have  been  found 
in  relatively  large  amounts  in  the  gastric 
juice  of  patients  with  cancer  of  the  stomach 
(Shields,  1951). 

Achlorhydria  is  accompanied  by  invasion 
of  the  upper  small  intestine  and  of  the 
stomach  by  bacteria,  sarcina,  etc.  This  ap- 
pears to  be  a secondary  effect  of  the  achlor- 
hydria and  not  its  cause.  The  appearance  of 
lactic  acid  in  such  stomachs  is  of  interest.  It 
is  due  to  fermentation  of  starch  and  sugar 
by  microorganisms,  and  to  exsudation  of 
lactic  acid  from  the  tumor  into  the  lumen  of 
the  stomach.  Normal  cells  metabolize  glucose 
to  carbon  dioxyde  and  water.  Malignant 
tumor  cells  have  the  characteristic  ability  to 
parasite  foodstuff,  breaking  down  glucose 
to  lactic  acid  only.  When  more  glucose  than 
is  present  normally  in  the  blood  is  offered  to 
tumor  cells,  more  lactic  acid  is  formed.  Thus, 
when  glucose  was  given  intravenously  to 
patients  with  cancer  of  the  stomach,  the 
lactic  acid  in  the  stomach  increased  greatly 
(Shacter  et  al.,  1949).  This  might  be  a test 
for  detection  of  gastric  cancer.  However, 
the  positiveness  of  the  test  would  depend  on 
the  size  and  superficial  location  of  the  can- 
cer, as  well  as  on  the  extensiveness  of  ulcer- 
ation, and  the  test  would  involve  gastric  in- 
tubation, a procedure  that  cannot  be  used 
for  mass  surveys.  For  the  same  reason,  the 
increased  content  of  aminoacids  in  gastric 
juice  of  patients  with  carcinoma  of  the 
stomach  cannot  be  utilized. 

The  gastric  juice  of  patients  with  achlor- 
hydria, pernicious  anemia,  and  gastric  car- 
cinoma, usually  contains  a substance  that  in- 
hibits gastric  secretion  (Brunschwig  et  al., 
1940).  Its  nature,  the  mechanisms  of  its 
production  and  of  its  action  are  unknown. 
It  may  be  a chemical  artefact. 

Carcinoma  of  the  stomach  is  often  preceded 
or  accompanied  by  various  forms  of  gastritis, 
often  by  atrophic  gastritis.  In  the  latter  con- 
dition, the  acid  secreting  cells  are  diminished 
in  number  or  absent  altogether.  Of  course, 
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in  progressed  cancer,  when  most  of  the  gas- 
tric mucosa  is  infiltrated,  anacidity  will  be 
present. 

The  question  arose  whether  all  kinds  of 
cancers  might  produce  substances  which 
would  inhibit  acid  secretion.  It  seems,  how- 
ever, that  cancer  other  than  that  of  the 
stomach  does  not  produce  anacidity,  except 
in  terminal  stages  with  cachexia.  Others 
(Niazi  et  al.,  1949)  and  ourselves  have 
checked  this.  We  have  produced  widespread 
fulminating  carcinomatosis  in  the  rabbit  by 
injection  of  transplantable  Brown  Pearce 
cancer  tissue  into  rabbits  that  had  been 
sensitized  with  an  effective  carcinogenic 
drug,  benzpyrene  (Appel  et  ah,  1938).  The 
stomach  was  not  invaded  by  cancer,  although 
most  other  tissues  and  organs  were.  Gastric 
acidity  was  tested  before  and  after  cancer 
production,  and  no  change  in  acidity  was 
found.  This  agrees  with  our  experience  in 
man.  Contrary  reports  did  not  take  into 
consideration  the  natural  increase  in  the  in- 
cidence of  achlorhydria  with  age  and  the 
nonspecific  effects  of  cachexia  and  vitamin 
deficiencies  (Necheles  and  Appel,  1939, 
1941). 

What  practical  test  for  mass  screening  of 
the  population  of  cancer  age  can  be  used? 
Tests  with  intubation  of  the  stomach  or  the 
use  of  gastroscopy  or  gastro-photography  are 
out  of  the  question  for  that  purpose.  The  use 
of  X-ray  with  microfilms  is  being  tried,  but 
the  accuracy  is  somewhat  doubtful,  the  yield 
of  positive  cases  is  small,  and  the  costs  are 
high  (Ochsner  et  al.,  1953).  “During  a three 
year  period  it  took  31,426  examinations  to 
find  91  cases  of  cancer  at  a cost  of  $531,879.- 
00,  or  nearly  $6,000.00  per  patient.”  (Ban- 
croft, 1953).  A number  of  patients  in  whom 
early,  asymptomatic  gastric  cancer  was 
found,  have  refused  operation!  The  cyto- 
logical  method  of  Papanicolaou  is  difficult, 
time  consuming,  and  requires  highly  spe- 
cialized personnel. 

Recently,  “tubeless”  gastric  analysis  has 
been  introduced.  The  principle  is,  that 
quinine  bound  to  a resin,  is  taken  by  mouth 
and  that  quinine  is  liberated  in  the  stomach 
only  in  the  presence  of  acid.  There  is  also  a 
rough  quantitative  relationship  between  the 
degree  of  gastric  acidity  and  the  amount  of 
quinine  liberated.  The  free  quinine  is  ex- 
creted in  the  urine  rapidly,  and  its  presence 
and  concentration  can  be  determined  simply 
and  rapidly.  The  drawback  of  this  method 
would  be,  that  not  all  cases  of  early  gastric 
carcinoma  would  be  recognized,  because  ap- 
proximately 10  per  cent  of  stomachs  with 
carcinoma  have  normal  or  even  elevated 
acidity  (Segal,  1950).  Also,  the  method  has 
not  been  standardized  as  yet  (Bralow,  1953) . 


My  laboratory  has  been  the  first  to  propose 
the  detection  of  tumors  of  unknown  location 
by  radioactivity.  We  had  been  struck  by  the 
observation  that  certain  dyes  localize  dis- 
tinctly, recognizable  to  the  naked  eye,  around 
tumors  and  abscesses.  Of  course,  a deepseated 
tumor  could  not  be  recognized.  We  proceeded, 
therefore,  to  attach  radioactivity  to  such  a 
dye.  Evans  blue  was  chosen ; the  molecule 
was  split  (H-acid),  and  radioactive  bromine 
was  combined  with  it.  The  new  colorless  com- 
pound behaved  like  the  original  dye,  localiz- 
ing around  tumors  or  abscesses.  The  latter 
emitted  gamma  rays  which  could  be  detected 
by  an  electron  counter  from  the  surface  of 
the  experimental  animal.  At  that  stage  we 
got  ready  for  tests  on  patients,  when  our 
funds  ran  out.  Later,  others  have  taken  up 
our  ideas  and  some  even  have  acknowledged 
our  priority.  A similar  technic  for  the  de- 
tection of  brain  tumors  is  being  used  at  the 
present  time.  However,  promising  as  such 
method  may  be,  it  is  complicated,  expensive, 
and  not  usable  for  mass  screening. 

Another  approach  we  have  tried  has  been 
an  attempt  to  determine  acid  secretion  from 
outside  the  body.  When  bromine  is  given  by 
mouth,  it  is  absorbed  in  the  small  intestine. 
Part  of  it  is  excreted  in  the  urine  and  part  is 
secreted  into  the  stomach.  The  bromine  ion 
behaves  somewhat  like  the  chlorine  ion,  both 
are  secreted  as  inorganic  acid  by  the  stom- 
ach, i.e.,  as  HC1  and  as  HBr.  Thus,  radio- 
active bromine  in  the  gastric  juice  may  be 
detected  with  an  electron  counter,  when  the 
counting  tube  is  applied  over  the  region  of 
the  stomach.  Unfortunately,  bromine  se- 
cretion was  found  to  be  too  low  and  too  er- 
ratic in  normal  subjects.  The  amount  of 
bromine  secreted  into  the  stomach  is  of  the 
magnitude  of  the  ratio  of  Br  to  Cl  in  the 
blood.  It  is  difficult  to  raise  the  ratio  in 
favor  of  Br,  because  large  amounts  of  Br 
salts  are  irritative  and  toxic.  A person  of 
50  kg  bodyweight  would  require  approxima- 
tely 30  grams  of  sodium  bromide  by  mouth  in 
order  to  obtain  a serum  Br  concentration  of 
approximately  100  m.E.,  and,  consequently, 
a Br  secretion  into  the  stomach  equal  to  the 
Cl  secretion.  This  disposes  of  the  use  of 
bromine,  but  not  of  the  idea.  We  know  of 
other  less  toxic  substances  that  can  be  used 
for  the  same  purpose,  and  we  will  continue 
to  work  along  these  lines. 

In  view  of  the  frequency  of  cancer  of  the 
stomach  in  man,  it  is  of  interest  to  note,  that 
the  experimental  production  of  cancer  in  the 
glandular  part  of  the  stomach  of  animals  is 
extremely  difficult.  Man  must  have  either 
a species  predilection,  or  gastric  carcinoma 
must  be  due  to  substances  contained  in  man’s 
food  which  are  not  present  in  the  natural 


FEBRUARY,  1954 


SOUTHWESTERN  MEDICINE 


Page  73 


foods  of  animals  (Tannenbaum  and  Silvers- 
tone,  1949,  Willheim  and  Ivy,  1953).  The 
nutritional  origin  of  cancer  is  supported  by 
observations  on  the  greatly  varying  incidence 
of  gastric  carcinoma  among  different  popu- 
lations and  different  localities  (Ochsner  et 
ah,  1953).  The  large  incidence  of  cancer  of 
the  liver  among  African  natives  appears  to 
be  related  to  early  nutritional  deficiencies 
(Kwashiokor) . A constitutional  factor  is 
supported  by  the  familial  tendency  of  the 
disease  and  by  a recent  report  on  a signi- 
ficant relationship  between  blood  groups  and 
incidence  of  gastric  carcinoma  (Aird,  1953). 
Another  point  that  has  aroused  considerable 
interest,  is  the  close  similarity  between  po- 
tent carcinogens,  bile  acids,  and  steroid  hor- 
mones. An  aberration  in  the  formation  of 
the  natural  products  may  yield  carcinogens, 
but  it  will  be  hard  to  prove  this  theory. 

When  we  look  at  the  distribution  of  cancer 
in  the  gastro-intestinal  tract,  we  are  at  once 
struck  by  a real  phenomenon.  This  is  the 
frequent  occurrence  of  cancer  of  the  mouth, 
esophagus  and  stomach;  then  just  an  inch 
away  from  the  stomach,  the  very  small  per- 
centage of  cases  of  cancer  in  the  small  in- 
testine, and  then  again  the  very  large  in- 
crease in  percentage  of  cancer  in  the  large 
intestine.  Mouth,  esophagus  and  stomach, 
are  exposed  to  a number  of  insults,  such  as 
thermal,  mechanical  and  chemical  irritation. 
The  small  intestine  receives  chyme,  which 
has  lost  much  of  its  irritating  properties  by 
the  process  of  digestion  and  emulsification. 
In  the  large  intestine  we  find  that  the  phy- 
sical as  well  as  the  chemical  properties  of 
the  feces,  may  constitute  a source  of  physical 
and  chemical  irritation.  Naturally  this  is 
not  the  entire  story,  1 realize,  but  I am  fairly 
sure  that  it  plays  a contributory  role  in  the 
different  percentage  incidence  of  cancer  in 
the  various  portions  of  the  gastro-intestinal 
tract.  We  have  to  consider  another  factor, 
too,  and  this  is  that  in  the  stomach  and  in 
the  colon  absorption  of  food  and  of  most 
other  substances  is  minimal  and  that,  ther- 
efore, the  surface  effect  of  carcinogens  is 
maintained  over  much  longer  periods  than  in 
the  small  intestine,  when  the  contents  move 
along  with  greater  speed,  where  absorption 
is  rapid  and,  therefore,  local  effects  will  be 
much  less.  These  ideas  are  supported  by  ex- 
perimental evidence.  When  animals  are 
treated  with  injections  of  carcinogenic  sub- 
stances, cancer  will  develop  in  places  where 
irritation  is  present  (Berenblum,  1949). 

In  the  case  of  cancer  of  the  pancreas,  the 
status  of  early  diagnosis  and  five  year  sur- 
vival following  radical  operation  is  much 


worse  than  in  the  case  of  cancer  of  the 
stomach.  In  a large  series,  cancer  of  the  pan- 
creas was  5 per  cent  of  all  malignant  cases 
and  cancer  of  the  stomach  was  20  per  cent. 
The  presence  of  positive  clinical  evidence  and 
of  positive  laboratory  tests  seems  to  occur 
late  in  the  development  of  the  lesion  (Brown 
et  ah,  1952). 

Carcinoma  of  the  pancreas  in  its  early 
stage  is  very  difficult  to  detect.  If  larger 
pancreatic  ducts  inside  the  pancreas  are  oc- 
cluded early  in  the  disease,  an  increase  in 
serum  amylase  may  indicate  the  location  of 
the  cancer.  The  amylase  test  is  short,  inex- 
pensive, and  can  be  performed  in  every  la- 
boratory. It  should  be  used  much  more  fre- 
quently, because  it  may  give  the  only  in- 
dication of  existing  pathology.  It  must  be 
noted,  however,  that  elevation  of  serum 
amylase  is  a transient  process,  that  may  last 
only  a few  days.  When  the  acinar  cells  of 
the  pancreas  in  the  area  of  an  obstruction 
have  been  destroyed,  no  more  amylase  is  de- 
livered into  the  blood  stream  (Popper  and 
Necheles,  1948). 

Cancer  of  the  papilla  of  Vater  is  accom- 
panied often  by  elevated  values  for  serum 
amylase  and  serum  alkaline  phosphatase. 
Although  the  latter  is  regarded  as  indicating 
obstructive  jaundice,  the  situation  is  not 
clear.  The  pancreas  produces  large  amounts 
of  alkaline  phosphatase,  and  obstruction  of 
the  pancreatic  ducts  only,  not  of  the  bile 
ducts,  leads  to  elevated  serum  phosphatase 
in  the  dog  (Nothmann,  1944).  It  is  claimed, 
that  elevation  serum  phosphatase  in  pan- 
creatic disease  in  man  is  due  to  concomitant 
liver  disease  with  intrahepatic  obstruction  of 
bile  canaliculi,  but  this  remains  to  be  clar- 
ified. 

Recently  it  has  become  apparent  that  the 
pancreas  plays  a role  in  blood  clotting,  pos- 
sibly by  a primary  effect  of  pancreatic  tryp- 
sin liberated  by  destructive  processes  in  the 
pancreas  and  entering  the  blood  stream 
(Ferguson  et  al.,  1939).  Thus,  the  not  in- 
frequent observation  of  thrombosis  in  as- 
sociation with  cancer  of  the  pancreas  may 
find  its  explanation.  I know  a few  cases  in 
which  the  only  premonitory  signs  on  which 
the  diagnosis  of  cancer  of  the  pancreas  was 
made,  were  occurrences  of  venous  thrombo- 
ses, sometimes  early  in  the  disease.  A note  of 
warning  should  be  introduced,  however.  It 
is  quite  possible,  that  the  opposite  pheno- 
menon can  occur  with  cancer,  namely  fibri- 
nolysis, leading  to  solution  of  blood  clots, 
low  blood  fibrinogen,  inability  of  the  blood 
to  clot,  and  profuse  hemorrhage  (Coon  and 
Hodgson,  1952). 

Another  peculiar  observation  which  so  far 
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we  are  unable  to  explain,  is  the  occurrence 
of  mild  to  severe  mental  disturbances  in  cases 
of  carcinoma  of  the  pancreas  (Latter  and 
Wilbur,  1937).  Does  the  pancreas  produce 
a substance  necessary  for  normal  function 
of  the  brain,  or  a substance  which  affects 
its  normal  function?  It  has  been  suggested 
that  liberation  of  pancreatic  lipase  into  the 
blood  stream  following  destruction  of  pan- 
creatic tissue  may  be  the  factor,  producing 
demyelination  in  the  brain  (Vogel,  1951). 

Cancer  in  general  is  usually  accompanied 
by  loss  in  weight  and  anemia.  In  most  cases 
the  anemia  is  not  due  to  destruction  of  the 
bone  marrow  or  to  interference  with  the  me- 
chanisms concerned  with  the  formation  of 
blood.  Recent  studies  indicate  that,  as  in  tEe 
case  of  a sterile  abscess,  the  absorption  of 
iron  in  the  small  intestine  is  disturbed.  This 
may  be  due  to  toxins  or  other  products  from 
cancer  tissue. 

One  important  diagnostic  tool  in  the  de- 
tection of  cancer  of  the  gastro-intestinal  tract 
is  the  test  for  occult  blood  in  the  stool.  While 
the  positive  test  is  accepted  as  significant, 
a negative  test  is  doubtful.  Our  own  studies 
indicate,  that  not  all  blood  shed  into  the 
gastro-intestinal  tract  will  produce  a positive 
peroxydase  test  in  the  feces.  My  interest  in 
this  was  aroused  when  I gastroscoped  a 
patient  with  gastro-jejunostomy  and  ob- 
served a rather  constant  trickle  of  blood  from 
a gastro- jejunal  ulcer.  Benzidine  tests  per- 
formed before  and  after  gastroscopy  were 
negative.  Therefore,  we  gave  varied  amounts 
of  human  blood  by  mouth  to  normal  vol- 
unteers. It  was  found  that  up  to  15  mis  of 
blood  could  be  given  without  necessarily  ob- 
taining a positive  benzidine  slide  stool  test. 
When  the  subjects  with  negative  stools  were 
given  a mild  laxative,  a positive  test  was 
obtained  under  the  same  conditions  in  a large 
percentage  of  the  tests.  This  experience  may 
be  utilized  clinically.  I propose  a mild  cat- 
hartic be  given,  in  order  to  obtain  a suitable 
specimen  of  stool. 

The  destruction  of  the  peroxydase  reaction 
of  hemoglobin  is  due  to  intestinal  bacteria 
and  to  intestinal  enzymes.  We  have  not  as 
yet  attempted  to  try  the  stool  test  after  ad- 
ministration of  antibiotics  (Kirshen,  Sorter 
and  Necheles,  1942). 

I have  not  attempted  to  give  you  a syste- 
matic review  of  gastro-intestinal  cancer. 
However,  I hope  that  it  has  been  of  interest 
to  you  to  hear  about  ideas  that  may  lead  us 
on  the  hard  way  to  diagnose  carcinoma  and 
to  learn  more  about  its  nature. 
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Be  debus  Sd9ebtcis  <8t  pjlittris 

BY  ROBERT  B.  HOMAN.  JR..  M.  D.,  EU  PASO.  TEXAS 

MEMBER  OF  THE  HOUSE  OF  DELEGATES  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


NOW  KNOWN  AS  COMPULSORY  “RE- INSURANCE” 


On  March  14,  1953,  President  Eisenhower 
addressed  the  House  of  Delegates  of  the  A. 
M.  A.  He  said,  “I  don’t  like  the  word  “com- 
pulsory” and  I am  against  the  word  “so- 
cialized.” Everything  about  such  words  seems 
to  me  to  be  a step  toward  the  thing  that  we 
are  spending  so  many  billions  to  prevent, 
that  is,  the  overwhelming  of  this  country  by 
any  force,  power,  or  idea  that  leads  us  to 
forsake  our  traditional  system  of  free  en- 
terprise.” He  promised  that  the  present  ad- 
ministration would  not  be  the  big  “Pooh- 
Bah”  in  the  field  of  medical  care. 

What  a difference  a year  makes!  Perhaps 
the  President  continues  to  be  allergic  to  com- 
pulsion and  to  socialism,  but  his  pronounc- 
ements regarding  the  welfare  of  the  people 
of  this  country  have  a strange  resemblance 
to  the  product  of  those  hated  words.  “Ike” 
seems  to  have  taken  the  bait  with  the  hook, 
line,  and  sinker.  The  bait,  of  course,  is  re- 
election. 

Apparently  the  Republicans  have  decided 
that  social  welfare  programs  — extended 
from  cradle  to  grave  — are  the  vote-getting 
attractions  necessary  to  a prolonged  sojourn 
at  the  Washington  wheel.  After  all,  with  the 
inevitable  slide  in  the  inflated  “prosperity” 
of  the  past  few  years  and  a not  too  healthy 
condition  in  foreign  policy,  the  party  needs 
something  besides  “Ike’s”  personality  to  hang 
onto.  Such  must  be  the  reasoning  of  the  party 
dedicated  to  free  enterprise.  Of  course,  that 
reasoning  has  been  somewhat  biased  by  ad- 
vice from  the  old  and  new  crop  of  social  plan- 
ners. (We  seem  to  have  taken  them  aboard 
for  all  time). 

COERCION  DEFINE!) 

Webster’s  New  Collegiate  Dictionary  de- 
fines compulsory  ■ — 1.  obligatory.  2.  coercive. 
Coerce  is  defined,  1.  to  repress;  curb.  2.  to 
compel  to  any  action.  3.  to  enforce;  as,  to 
coerce  obedience.  The  administration  has 
introduced  a bill  which  would  require  that 
10  million  self-employed  Americans  would  be 
compelled  or  forced  to  join  the  Social  Se- 
curity-Old Age  Pension  tax  robbery.  These 
Americans  have  not  demanded  such  “con- 
sideration” from  our  government.  In  fact, 


they  are  opposed  to  the  entire  forced  taxation 
from  which  the  majority  will  never  receive 
return,  or  benefits.  Is  this  not  compulsion? 

Now  the  Republicans  have  come  forward 
with  a “dynamic”  program  for  the  health 
problems  of  Americans,  which  includes  sub- 
sidization of  medical  research,  the  promotion 
of  research ; the  construction  of  research 
centers,  medical  centers,  nursing  homes  for 
the  chronic  invalids  and  the  aged,  health 
centers,  and  hospitals.  Whatever  the  Federal 
government  subsidizes,  it  has  the  right  to 
control.  The  Supreme  Court  has  so  held. 

Another  proposal  designed  to  expand  med- 
ical care  under  Federal  subsidy  is  that  which 
would  “re-insure”  all  “private  and  non- 
profit” voluntary  health  insurance  companies 
through  the  creation  of  another  federal 
bureau  — a government  re-insurance  cor- 
poration. This  approach  would  “encourage 
private  and  non-profit  health  insurance  or- 
ganizations to  offer  broader  protection  to 
more  families  ’,  through  the  use  of  the  tax- 
payer’s dollar.  It  would  also  take  away  the 
freedom  of  these  voluntary  companies  and 
place  them  under  direct  control  of  a Was- 
hington bureau,  with  the  usual  rules,  regul- 
ations, and  social  jargon  not  yet  spelled  out 
in  detail. 

FURTHER  COMPULSH >N 

Furthermore,  the  large  and  small  insur- 
ance companies  operating  for  profit  under 
free  enterprise  would  be  compelled  to  get  out 
of  the  health  field  for  they  could  not  compete 
against  a government  subsidiary.  The  non- 
profit organizations  have  a greater  freedom 
of  choice.  They  would  be  compelled  either  to 
dissolve  or  become  the  agents  of  the  govern- 
ment system  of  health  care  thus  created. 

In  his  message  to  Congress  on  these  health 
proposals,  the  President  said,  “Freedom,  con- 
sent, and  individual  responsibility  are  fun- 
damental to  our  system.”  He  also  said,  “I  am 
opposed  to  socialized  medicine!” 

Oscar  Ewing  and  Harry  S.  Truman  also 
said  that  they  were  opposed  to  socialized 
medicine,  but  they  were  for  compulsory 
health  insurance.  “A  rose  by  any  other  name 
would  smell  as  sweet.” 
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NEW  EL  PASO  MEDICAL  CENTER 
HOUSES  51  DOCTORS  AND  DENTISTS 


Panoramic  vieiv  of  El  Paso’s  handsome  new  medical  center. 


All  units  of  El  Paso’s  handsome  new  $1.2 
million  Medical  Center  have  been  completed 
and  occupied  with  the  exception  of  the  Com- 
mercial Section,  which  is  scheduled  for  com- 
pletion by  the  end  of  March. 

Of  distinctive  Southwestern  design,  the 
Center  covers  approximately  19  acres  on  the 
extreme  Southern  end  of  the  Rocky  Moun- 
tains above  the  Rio  Grande.  It  offers  com- 
plete clinical  and  X-ray  service  and  laborato- 
ry facilities  in  a location  centralized  in  res- 
pect to  El  Paso’s  hospitals  and  population. 
Each  doctor  has  his  individual  suite  tailored 
to  suit  his  personal  needs  and  practice. 

The  project  is  owned  and  operated  by  the 
Medical  Center  Corporation,  composed  of 
the  51  doctors  and  dentists  whose  offices 
occupy  the  buildings.  The  doctors,  as  in- 
dividuals, rent  their  office  and  laboratory 
space  from  the  corporation. 

The  Center,  constructed  by  Robert  E.  Mc- 
Kee, General  Contractor,  Inc.,  is  composed 
of  nine  separate  medical  buildings  and  the 
Commercial  Section  building.  The  Commer- 
cial Section  building  is  now  being  finished, 
and  the  prescription  pharmacy  in  the  section 
will  be  opened  by  March  1.  Other  units  of 
the  Section,  designed  by  Davis  and  Foster, 
leading  Southwest  architects  and  engineers, 
will  be  opened  for  business  as  they  are  com- 
pleted. 

The  Center,  located  at  1501  Arizona  St., 
has  a paved  parking  area  for  600  cars  and 
an  additional  area  available  for  four  or  five 
more  buildings  and  parking  for  another  300 
cars  for  future  expansion. 

The  pharmacy,  to  be  operated  by  W.  U. 
Paul,  former  administrator  of  Southwestern 
General  Hospital,  and  C.  Harris,  formerly 
with  Gunning-Casteel  Drug  Stores,  will  be 


one  of  the  most  modern  and  completely  stock- 
ed prescription  pharmacies  in  the  Southwest. 
It  will  be  designed  to  serve  both  the  doctors 
in  the  Medical  Center  and  the  general  public, 
and  delivery  service  will  be  offered.  Work- 
men are  rushing  construction  of  the  phar- 
macy end  of  the  commercial  building  so  that 
it  may  be  put  into  service  as  soon  as  possible. 

The  restaurant  will  be  operated  by  Gerald 
Wolfe,  well-known  motel  dining  room  oper- 
ator. Modern  new  equipment  will  be  instal- 
led by  Harry  L.  Hussmann,  Jr.,  Inc. 

The  commercial  section  will  also  house  the 
office  of  the  Medical  Center  superintendent, 
maintenance  shops,  storage  rooms ; and  a 
retail  orthopedic  and  brace  shop  will  be  ins- 
talled by  Mr.  and  Mrs.  J.  H.  Wilmot  of  Al- 
buquerque. 

Transportation  to  and  from  the  center  is 
provided  by  El  Paso  City  Lines,  which  oper- 
ates a bus  line  from  downtown  El  Paso  to  the 
center,  from  the  Center  to  East  El  Paso,  and 
return  over  the  same  route.  The  busses  stop 
at  each  of  the  doctors  buildings  in  the  center. 

Officers  of  the  Medical  Center  corporation 
are:  Dr.  Leigh  E.  Wilcox,  president;  Dr.  Joe 
Floyd,  treasurer;  Dr.  S.  Perry  Rogers,  se- 
cretary; Dr.  M.  P.  Spearman,  first  vice- 
president;  Dr.  Leslie  M.  Smith,  second  vice- 
president;  Dr.  Robert  Boverie,  third  vice- 
president;  Dr.  Clement  C.  Boehler,  assistant 
secretary,  Dr.  George  Turner  and  Dr.  O.  J. 
Shaffer,  directors.  Paul  Deisler,  El  Paso 
management  consultant,  is  executive  secret- 
ary. 

Physicians  who  occupy  offices  in  the  Med- 
ical Center  are : Drs.  Chester  D.  Awe,  Her- 
bert J.  Bell,  J.  Travis  Bennett,  Edmond  P. 
Jones,  Ira  A.  Budwig,  Jr.,  R.  J.  Bennett, 
Jack  A.  Bernard,  Clement  C.  Boehler,  H.  W. 
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Commercial  section  of  neiv  El  Paso  Medical  Center  designed  by  Davis  and  Foster,  El  Paso 

architects  and  engineers. 


Demarest,  Basil  K.  Byrne,  David  M.  Cam- 
eron, A.  E.  Luckett,  Arlin  B.  Cooper,  Branch 
Craige,  Wickliffe  R.  Curtis,  J.  D.  Bozzell, 
Orville  E.  Egbert,  Harold  Eidinoff,  Joe  R. 
Floyd,  Frank  C.  Golding,  J.  Leighton  Green, 
Haskell  D.  Hatfield,  Ralph  H.  Homan,  Robert 
B.  Homan,  Jr.,  W.  A.  Jones,  Gerald  H.  Jor- 
dan, Charles  E.  Webb,  Howard  J.  H.  Mars- 
hall, C.  H.  Mason,  M.  S.  Hart,  Robert  F. 
Boverie,  Gordon  L.  Black,  Jack  C.  Postle- 


waite,  Philip  M.  Prieto,  S.  Perry  Rogers, 
W.  W.  Schuessler,  Donald  H.  Ewalt,  Leslie 
M.  Smith,  H.  D.  Garrett,  Maurice  P.  Spear- 
man, George  Turner,  Delphin  von  Briesen, 
Joseph  I.  Mossberger,  Leigh  E.  Wilcox  and 
Russell  L.  Deter. 

Dentists  who  occupy  offices  in  the  Medical 
Center  are:  Drs.  Truett  L.  Maddox,  Robert 
E.  Parkins,  John  B.  Puckett,  Brice  W.  Schul- 
ler, O.  J.  Shaffer  and  Roy  G.  Slack. 


One  of  numerous  physicians'  office  buildings  which  with  the  Commercial  Section  compose 
El  Paso’s  new  Medical  Center.  Offices  are  tailored  to  the  specifications  of  physician  or 

dentist.  Parking  space  is  abundant. 


Post-Graduate  Medical  School  Is  Scheduled  for  El  Paso 


Plans  for  the  first  teaching  session,  to  be 
held  this  spring,  were  made  February  13  and 
14  in  El  Paso  by  officials  of  the  recently- 
established  El  Paso  branch  of  the  University 
of  Texas  Post-graduate  School  of  Medicine. 

At  the  meeting  were  Dr.  Grant  Taylor  of 
Houston,  newly  appointed  Dean  of  the  post- 
graduate school,  Dr.  Mavis  P.  Kelsey,  who 
has  served  as  Acting  Dean,  Dr.  Ralph  II. 
Homan,  chairman  of  the  El  Paso  County 


Medical  Society’s  educational  committee,  and 
members  of  that  committee. 

Physicians  who  attend  courses  of  the  El 
Paso  branch  will  be  eligible  for  credit  by  the 
American  Academy  of  General  Practice. 

Dr.  Taylor  for  the  last  four  and  one-half 
years  has  been  Director  of  the  Atomic  Bomb 
Casualty  Commission  in  Japan.  He  is  also 
Chief  of  Pediatrics  at  the  M.  D.  Anderson 
Hospital  for  Cancer  Research,  in  Houston. 
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PROCEEDINGS  OF  THE  NEW  ENGLAND  CARDIOVASCULAR  SOCIETY* 
INVITED  PAPERS  FROM  NEW  ENGLAND 


STUDIES  OF  STRESS:  INTERRELATIONSHIP  OF  EMOTIONAL 
RESPONSES  AND  CARDIOBALLISTOGRAPHIC  TRACINGS 


By  Daniel  H.  Funkenstein,  M.  D.,  Stanley  H.  King,  M.  A., 
and  Margaret  Drolette,  B.  A. 


Seventy  healthy  randomly  selected  college 
students’  reactions  were  studied  during  a 
laboratory  stress-inducing  situation.  Their 
psychological  emotional  responses  were  ob- 
tained by  interview,  and  concomitantly  the 
following  physiological  measures  were  ob- 
tained : by  cuff  and  auscultation,  the  systolic 
and  diastolic  blood  pressure,  and  by  means 
of  a cardioballistographic  tracing,  the  pulse, 
the  height  of  the  IJ  wave  and  the  pulse  multi- 
plied by  the  height  of  the  IJ  wave. 

The  most  common  emotional  responses  re- 
ported were:  “anger  directed  outward  away 
from  the  self”,  “anger  directed  towards  the 
self”  and  “anxiety.”  A comparison  of  the 
physiological  patterns  obtained  in  the  “anger 


directed  outward”  group  with  those  in  the 
“anger  directed  inward”  group  showed  sta- 
tistically different  patterns.  The  “anger  out” 
group’s  physiological  pattern  also  differed 
statistically  from  the  “anxiety”  group.  The 
physiological  patterns  in  the  “anger  in” 
group  and  the  “anxiety”  group  were  similar, 
although  the  “anxiety”  group  showed  a more 
intense  physiological  response.  The  pattern 
obtained  in  the  “anger  out”  group  was  sim- 
ilar to  that  which  can  be  obtained  by  the 
intravenous  injection  of  nor-epinephrine,  and 
the  physiological  pattern  in  the  “anger  in” 
and  “anxiety”  groups  was  similar  to  that 
which  can  be  obtained  by  the  intravenous 
injection  of  epinephrine. 


ACUTE  PERICARDITIS  COMPLICATING 
INFECTIOUS  MONONUCLEOSIS 

By  Henry  Miller,  M.  D.,  Joseph  F.  Urrichio,  M.  D.,  and  Roswell  W.  Phillips,  M.  D. 


A review  of  the  subject  of  cardiac  involv- 
ement in  infectious  mononucleosis  indicates 
that  the  cardiac  complications  are  usually 
subclinical,  benign,  and  manifested  by  trans- 
ient, nonspecific  electrocardiographic  abnor- 
malities. There  is  apparently  no  correlation 
between  the  electorcardiographic  deviations, 
clinical  findings  or  severity  of  the  disease. 
In  recent  years,  autopsy  confirmation  of  the 
existence  of  myocarditis  in  infectious  mo- 
nonucleosis has  become  available.  That  peri- 
carditis can  occur  in  this  disease  was  first 
suggested  by  Evans  and  Graybiel  in  1946. 
A single  case  was  reported  by  DeFazio  and 
Marsico  in  1948.  The  present  report  was 
based  on  three  patients  each  of  whom  develo- 
ed  clinical,  hematological  and  serological 
evidence  of  infectious  mononucleosis.  A per- 

*These condensed  reports  published  by  permission  of  the  New 
England  Cardiovascular  Society. 


icardial  friction  rub  with  typical  electrocar- 
diographic changes  appeared  in  each  case 
with  roentgen  evidence  of  cardiac  enlarge- 
ment in  two.  In  each  recovery  was  complete. 
The  possibility  that  we  were  dealing  with 
two  independent  diseases,  namely;  acute 
idiopathic  pericarditis  and  infectious  mo- 
nonucleosis or  rheumatic  pericarditis  com- 
plicating infectious  mononucleosis  was  con- 
sidered and  discussed.  In  considering  the 
pathogenesis  of  acute  pericarditis  in  infec- 
tious mononucleosis,  several  possibilities 
were  considered.  1.  The  proximity  of  the 
hilar  lymph  nodes  with  extension  of  the  in- 
fection into  the  pericardial  sac.  2.  A virus 
infection  of  the  pericardium.  3.  A hyper- 
sensitive response  of  the  pericardium  as  a 
shock  organ  to  an  offending  allergen  in  a 
sensitive  individual. 
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PROCEEDINGS  OF  THE  NEW  ENGLAND  CARDIOVASCULAR  SOCIETY 
INVITED  PAPERS  FROM  NEW  ENGLAND 

THE  DURATION  OF  THE  Q-U  INTERVAL  OF  THE 
ELECTROCARDIOGRAM  AND  ITS  COMPONENTS  IN 
HYPOPOTASSEMIA  WITH  AND  WITHOUT 
HYPOCALCEMIA 

By  E.  Lepeschkin,  M.  D.,  and  B.  Surawicz,  M.  D.,  Division  of  Experimental  Medicine, 
University  of  Vermont  College  of  Medicine,  Burlington,  Vermont 


In  many  cases  of  hypopotassemia  an  ac- 
curate measurement  of  the  Q-T  duration 
is  very  difficult  because  of  partial  or  com- 
plete fusion  of  the  T and  U waves.  The  au- 
thors thought  it  possible  that  in  such  cases 
the  components  of  the  Q-T  duration,  such 
as  the  interval  from  Q to  the  origin  (oT)  or 
apex  (aT)  of  the  T wave,  which  often  can 
be  measured  with  greater  accuracy,  could 
be  used  instead  of  the  Q-T  duration.  They 
also  believed  that  the  time  of  appearance  of 
the  apices  of  the  T and  U waves  (aT  and  aU) 
as  well  as  their  relations  to  the  second  heart 
sound  would  enable  a better  differentiation 
between  these  two  waves.  For  this  purpose 
the  exact  relations  of  all  the  component  parts 
of  the  entire  interval  to  the  end  of  the  U 
wave  (Q-U  interval)  to  the  heart  rate,  and 
other  variables  were  studied  in  100  normal 
cases.  The  point  cT  was  defined  as  the  point 
furthest  away  from  a straight  line  connect- 
ing the  RS-T  junction  with  the  apex  of  T. 
All  points  were  measured  in  leads  showing 
the  highest  T waves. 

It  was  found  that  the  normal  Q-oT  and 
Q-aT  intervals  showed  exactly  the  same  de- 
pendence on  the  heart  rate  as  the  Q-T  in- 
terval, and  that  when  they  were  expressed 
as  a percentage  of  the  Q-T  expected  for  the 
heart  rate,  this  percentage  remained  constant 
for  all  heart  rates.  The  normal  Q-aU  in- 
terval was  found  to  equal  the  Q-T  interval 
expected  for  the  heart  rate,  plus  0.10  sec. 
The  beginning  of  the  second  heart  sound  in 
normals  always  occurred  at  least  0.06  and 
on  the  average  0.085  sec.  after  the  apex  of 
the  T wave ; in  certain  pathological  cases, 
the  distance  may  be  zero  or  even  slightly 
negative.  The  apex  of  U always  occurred  at 
least  0.04  sec.  and  on  the  average  0.09  sec. 
after  the  beginning  of  the  second  heart 
sound.  If,  therefore,  the  apex  of  a question- 
able wave  occurs  before  the  beginning  of  the 
second  sound,  this  apex  is  definitely  formed 
by  the  T wave.  If  this  apex  occurs  after  the 
beginning  of  the  second  sound,  it  is  most 


probably  but  not  certainly  formed  by  the  U 
wave.  This  relation  of  the  second  heart  sound 
can  be  obtained  with  any  electrocardiograph 
by  registering  the  ECG  through  a magnetic 
radio  headphone  whose  membrane  is  in  direct 
contact  with  the  aortic  region. 

In  20  cases  of  hypopotassemia  without 
concomitant  hypocalcemia  or  acidosis,  in 
which  the  U and  T waves  could  be  adequately 
differentiated  (personal  cases  as  well  as 
those  published  by  others),  the  Q-oT  interval 
averaged  53  per  cent  but  did  not  exceed  65 
per  cent  of  the  expected  Q-T  interval,  while 
the  Q-aT  interval  averaged  78  per  cent  and 
did  not  exceed  92  per  cent  of  this  interval. 
These  values,  as  well  as  those  of  the  Q-T, 
Q-aU,  and  Q-U  intervals,  were  practically 
identical  with  those  found  in  normals  at  the 
same  heart  rates.  In  20  cases  of  hypocal- 
cemia, similarly  selected,  the  Q-oT  interval 
averaged  82  per  cent  and  always  exceeded 
63  per  cent  of  expected  Q-T,  Q-aT  averaged 
108  per  cent  and  exceeded  84  per  cent,  Q-T 
averaged  132  per  cent,  while  Q-aU  and  Q-U 
were  practically  identical  with  normal  values. 
In  5 cases  of  hypopotassemia  accompanied 
by  hypocalcemia,  Q-oT  averaged  75  per  cent 
and  always  exceeded  65  per  cent,  Q-aT  aver- 
aged 100  per  cent  and  exceeded  89  per  cent, 
Q-T  averaged  123  per  cent  and  exceeded  112 
per  cent  of  expected  Q-T,  while  Q-aU  and 
Q-U  had  normal  values  for  the  heart  rate. 
In  two  cases  (one  of  these  personal)  of  hy- 
popotassemia with  hypocalcemia,  adminis- 
tration of  calcium  did  not  change  the  am- 
plitude of  the  waves  or  the  duration  of  the 
U wave,  but  caused  a marked  shortening  of 
the  Q-aT,  and  especially  of  the  Q-oT  interval. 
On  the  other  hand,  administration  of  potas- 
sium in  another  case  from  the  literature, 
normalized  the  configuration  of  the  waves 
without  changing  the  duration  of  the  in- 
tervals. 

In  normals  as  well  as  in  cases  of  hypopo- 
tassemia, hypocalcemia  accordingly  caused 
(Continued  on  Page  119) 
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MISCELLANEOUS  APHORISMS  AND  MEMORABILIA 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces,  N.  M. 


1.  “The  bacteria  which  may  be  found  in 
the  blood  without  any  localizing  signs  of 
infection  are  typhoid-paratyphoid  bacilli, 
Bacillus  melitensis,  meningococci,  and  gono- 
cocci ; less  often  the  common  pyogenic  or- 
ganisms, such  as -Streptococcus  hemolyticus, 
Staphylococcus  aureus,  or  Bacillus  coli  are 
found.  The  presence  of  bacteremia  due  to  the 
common  pyogenic  organisms,  without  local 
signs  of  infection,  should  always  suggest  an 
intervascular  focus,  such  as  an  infective 
thrombophlebitis  or  endocarditis.” — Chester 
S.  Keefer,  N.  Y.  State  J.  of  Mech,  May  1, 
1941  v 976. 

2.  “Hemolytic  streptococcic  bacteremia 
without  obvious  local  signs  of  infection 
should  suggest:  (1)  thrombophlebitis  of  the 
pelvic  or  the  tonsillar  veins  or  the  veins  of 
the  skull,  or  (2)  endocarditis.”  Chester  S. 
Keefer,  loc.  cit. 

3.  “Staphlycoccus  aureus  bacteremia 
without  localizing  signs  of  infection  usually 
indicates  an  infective  endocarditis  or  an  os- 
teomyelitis that  has  failed  to  produce  focal 
symptoms.  Other  foci  of  infection  which 
may  be  responsible  for  the  bacteremia  are 
located  in  the  kidney,  prostate,  or  muscles.” 
— Chester  S.  Keefer,  loc.  cit. 

4.  “Pneumococcus  bacteremia  without 
pneumonia  is  seen  in:  (1)  osteomyelitis,  es- 
pecially in  children ; (2)  paranasal  sinus  dis- 
ease; (3)  pneumonococcic  infection  of  the 
peritoneum  or  biliary  passages,  especially  in 
patients  with  a latent  cirrhosis  of  the  liver 
or  lipoid  nephrosis ; (4)  pneumococcic  endor- 
arditis.” — Chester  S.  Keefer,  loc.  cit. 

5.  “Colon  bacillus  bacteremia  without 
local  signs  of  infection  is  rare.  However,  it 
may  be  seen  in  multiple  abscesses  of  the  liver 
following  abdominal  operations  (gastric  re- 
section or  intestinal  resection)  and  in  rare 
cases  of  biliary  tract  disease,  endocarditis,  or 
cirrhosis  of  the  liver.” — Chester  S.  Keefer, 
loc.  cit. 

6.  “Streptococcus  viridans  bacteremia 
occurs  most  often  as  a sign  of  bacterial  en- 
docarditis. Aside  from  this  disease,  it  may 
be  encountered  in  rare  cases  of  cholangitis 
(cholangitis  lenta),  in  subacute  endaortitis, 
and  in  an  infected  arteriovenous  aneurysm. 
As  a transitory  phenomenon,  Str.  viridans 
bacteremia  may  be  seen  following  tonsillitis, 
tonsillectomy  or  the  extraction  of  teeth.  It 
may  also  be  discovered  during  the  course  of 
many  chronic  diseases  such  as  rheumatic 
fever,  chronic  arthritis,  and  lupus  erythema- 


tosis.  The  interpretation  of  Str.  viridans 
bacteremia,  therefore  must  be  made  on  the 
basis  of  the  clinical  picture  and  the  local 
symptoms  and  signs.” — Chester  S.  Keefer, 
loc.  cit. 

7.  “Hemolytic  Streptococcic  Bacteremia. 
— This  is  the  most  frequent  type  of  bactere- 
mia encountered  in  medical  practice.  The 
organisms  enter  the  blood  most  often  from : 
(1)  the  middle  ear  and  mastoid  process,  in- 
cluding the  lateral  sinuses  of  the  skull;  (2) 
the  uterus;  (3)  the  skin  and  subcutaneous 
tissues.  Metastases  are  present  in  only  40 
percent  of  the  cases,  and  they  occur  most 
often  in  the  joints,  subcutaneous  tissues,  and 
endocardium.  Other  less  common  sites  for 
metastases  are  the  bones  and  the  lung.” — 
Chester  S.  Keefer,  loc.  cit. 

8.  “Staphylococcus  Aureus  Bacteremia  — 
This  type  of  bacteremia  is  second  in  order 
of  frequency  when  organisms  are  considered. 
The  common  portals  of  entry  for  the  Staph, 
aureus  are:  (1)  the  skin,  (2)  the  respiratory 
tract,  (3)  the  bones,  and  (4)  the  genitouri- 
nary tract,  including  the  uterus.  Staph, 
aureus  bacteremia  is  seen  most  often  during 
the  second  decade,  when  lesions  of  the  skin, 
the  respiratory  tract,  and  bones  are  common 
portals  of  entry.  Metastatic  lesions  are  fre- 
quent and  occur  in  about  82  to  85  percent  of 
all  cases.  In  10  per  cent  of  the  cases  there  is 
direct  extension  of  infection  from  the  pri- 
mary focus  to  neighboring  organs,  such  as 
the  middle  ear,  mastoid,  and  lateral  sinuses 
of  the  skull ; in  the  remainder,  metastases 
occur  in  various  organs  of  the  body.  Ab- 
scesses of  the  muscles,  osteomyelitis,  and 
arthritis  are  most  frequent.  Indeed,  absces- 
ses may  occur  in  many  organs  during  the 
course  of  this  type  of  sepsis.” — Chester  S. 
Keefer,  loc.  cit. 

9.  “Pneumococcic  Bacteremia.  — In  ad- 
dition to  the  cases  of  pneumococcic  bactere- 
mia in  pneumonia,  there  are  instances  in 
which  pneumococciare  found  in  the  circulat- 
ing blood  without  a preceding  pulmonary  in- 
fection. In  the  vast  majority  of  these  cases 
the  organisms  invade  the  blood  from  the 
throat,  middle  ear,  or  mastoid  process,  and 
only  rarely  from  such  foci  of  infection  as 
cholecystitis,  infection  of  the  biliary  pas- 
sages, or  a pyelonephritis.  In  a certain  small 
number,  there  is  no  obvious  portal  of  entry.” 
— Chester  S.  Keefer,  loc.  cit. 

10.  “When  metastases  occur,  however, 
they  are  found  most  often  in  the  subacu- 


MARCH,  1954 


SOUTHWESTERN  MEDICINE 


Page  111 


taneous  tissues,  in  the  meninges,  in  the  en- 
docardium, and  less  often  in  the  joints.  Re- 
peatedly positive  blood  cultures  due  to  the 
pneumococcus  following  pneumonia  or  serum 
treatment  should  always  lead  one  to  suspect 
an  active,  vegetative  endocarditis  or  menin- 
gitis or  both.” — Chester  S.  Keefer,  loc.  cit. 

11.  “When  pneumococcic  bacteremia  is 
present  without  a preceding  infection  of  the 
lung,  one  usually  finds  that  the  portal  of 
entry  is  in  the  mastoid  process  or  middle  ear, 
rarely  in  the  biliary  tract  or  the  paranasal 
sinuses.  One  curious  thing  is  the  high  fre- 
quency of  pneumococcic  bacteremia  in  pa- 
tients with  hepatic  cirrhosis  and  in  the  ne- 
phrotic syndrome.  Bacteremia  occurring 
without  signs  of  localizing  infection,  then, 
should  always  lead  one  to  suspect  some  un- 
derlying disease  of  the  liver.” — Chester  S. 
Keefer,  loc.  cit. 

12.  ‘‘Bacillus  Coli  Bacteremia.  — The 
normal  habitat  of  the  colon  bacillus  is  in  the 
gastro-intestinal  tract.  Once  the  organisms 
leave  this  region  and  localize  in  such  organs 
as  the  kidney  or  uterus,  they  frequently  set 
up  a suppurative  lesion.  The  chief  portals  of 
entry  are  the  urinary  tract,  the  female  ge- 
nital tract,  the  intestinal  tract,  and  the  bi- 
liary tract,  and  the  biliary  system.  In  only 
about  one-third  of  the  cases  is  the  invasion 
of  the  blood  a spontaneous  one,  since  in  the 
remaining  cases  a rupture  of  the  local  de- 
fense mechanism,  usually  by  operative  ma- 
nipulation, is  a factor  preceding,  and  pos- 
sible initiating  the  blood  stream  invasion. 
Metastatic  lesions  are  infrequent  and  occur 
in  about  one-fifth  of  the  cases.  They  are  seen 
especially  in  the  cases  of  genital  tract  in- 
fection, and  the  lungs  and  kidneys  are  the 
two  organs  showing  signs  of  metastatic  in- 
fection. The  fatality  rate  is  about  30  to  35 
per  cent  and  of  chief  importance  in  prog- 
nosis is  not  the  bacteremia  itself  but  rather 
the  extent,  severity,  and  location  of  the  pri- 
mary focus.” — Chester  S.  Keefer,  loc.  cit. 

13.  ‘‘Friedlander’s  Bacillus. — Bacteremia 
due  to  the  Friedlander  bacillus  usually  comes 
from  a focus  in  the  lungs,  biliary  tract,  or 
kidney.  Metastases  and  secondary  waves  of 
bacteremia  have  been  seen  following  infec- 
tions in  the  bones,  joints,  and  other  organs. 
Temporary  waves  of  bacteremia  follow  the 
rupture  of  the  local  defense  mechanism  in 
the  urinary  or  biliary  tract.  Much  less  com- 
monly, spontaneous  waves  of  bacteremia 
come  from  liver  abscesses,  pylephlebitis,  and 
renal  tract  infections.  The  presence  of  these 
organisms  in  the  blood  always  suggests  liver 
abscesses,  renal  infections,  or  pulmonary  di- 
sease.”— Chester  S.  Keefer,  loc.  cit. 


14.  “Bacteremia  in  a patient  with  mas- 
toiditis should  immediately  raise  the  ques- 
tion of  a complicating  lateral  sinus  throm- 
bosis.”— Chester  S.  Keefer,  Calif.  & West. 
Med.  53 : 1940. 

15.  “Bacteremia  following  tonsillitis  sug- 
gests thrombophlebitis  of  the  tonsillar  veins.” 
— Chester  S.  Keefer,  loc.  cit. 

16.  “Pneumococcus  bacteremia  without 
pneumonia  suggests  (a)  osteomyelitis,  (b) 
paranasal  sinus  disease,  (c)  pneumococcus 
infection  of  the  peritoneum  or  biliary  pas- 
sages, especially  in  patients  with  cirrhosis  of 
the  liver,  or  lipoid  nephrosis  and,  (d)  pneu- 
mococcic endocarditis.” — Chester  S.  Keefer, 
loc.  cit. 

17.  “Hemolytic  streptococcal  bacteremia 
without  obvious  local  signs  of  infection, 
should  suggest  thrombophlebitis  of  the  pelvic 
veins,  the  tonsillar  veins,  or  the  veins  of  the 
skull,  rarely  thrombophlebitis  of  the  axillary 
or  pulmonary  veins.”  — Chester  S.  Keefer, 
loc.  cit. 

18.  “In  occasional  cases  of  typhoid  or  pa- 
ratyphoid bacteremia  the  primary  focus  is 
in  the  gall-bladder,  spleen  or  kidney  and  not 
in  the  gastro-intestinal  tract.”  — Chester  S. 
Keefer,  loc.  cit. 

19.  “In  examination  of  the  abdomen  car- 
eful inspection  is  probably,  of  all  the  me- 
thods employed,  the  most  frequently  ne- 
glected, and  yet  it  is  often  the  most  prof- 
itable. It  should  be  carried  out  from  the  side 
of  the  bed,  from  the  head,  from  the  foot, 
and,  unless  the  case  be  an  acute  one,  with 
the  patient  standing  up.” — Lord  Horder  — 
Medical  Notes  1953. 

20.  “Tympanites,  both  gastric  and  intes- 
tinal, is  sometimes  caused  by  chronic  alcho- 
lism.  The  condition  may  become  so  marked 
after  an  extra  bout  of  drinking  as  to  raise 
the  question  of  intestinal  obstruction.”  — 
Lord  Horder,  loc.  cit. 

21.  “There  is  scarcely  anything  within 
the  abdomen  that  may  not  share  in  a severe 
enteroptosis ; even  the  abdominal  aorta  may 
be  freely  movable  and  considerably  dis- 
placed.”— Lord  Horder,  loc.  cit. 

22.  “Congestion  of  the  liver  in  dilation  of 
the  heart  may  be  a more  acute  affair  than  is 
sometimes  realized.  It  may  lead  to  such 
rapid  enlargement  of  the  organ  and  may 
cause  so  much  pain  and  tenderness,  that  the 
condition  comes  to  simulate  an  acute  inflam- 
mation. It  may  even  lead  to  puncture  or  to 
an  exploratory  laparotomy,  in  the  belief  that 
the  patient  is  suffering  from  hepatic  ab- 
scess.”-— Lord  Horder,  loc.  cit. 

23.  “Carcinoma  of  the  colon  with  ulcer- 
ation sometimes  gives  rise  to  marked  symp- 
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toms  of  toxic  absorption : fever,  sweats, 

pains  in  the  joints  and  fibrous  tissues;  and 
this  state  of  things  may  precede  abdominal 
symptoms  or  the  discovery  of  an  abdominal 
tumor.” — Lord  Horder,  loc.  cit. 

24.  “An  occasional  cause  of  persisting 
fever  without  physical  signs,  and  without 
positive  blood  cultures,  is  a slowly  develop- 
ing abscess  of  the  liver  due  to  Staph,  aureus. 
Although  this  condition  may  have  been  pre- 
ceded by  some  form  of  furunculosis,  the  fact 
may  be  over-looked,  either  because  the  skin 
lesions  have  not  been  very  conspicuous,  or 
because  there  has  been  an  interval  between 
the  complete  healing  of  these  lesions  and  the 
development  of  the  hepatic  focus.” — Lord 
Horder,  loc.  cit. 

25.  “Because  a patient  suffering  from 
ulceration  of  the  stomach  is  elderly  it  is  not 
un-common  to  argue  that  this  fact  favours 
malignancy.  The  argument  is  fallacious, 
because  peptic  ulcer  is  quite  common  in  men 
over  seventy  years  of  age.  Age,  of  itself, 
gives  no  help  in  differential  diagnosis.” — 
Lord  Horder,  loc.  cit. 

26.  “In  the  differential  diagnosis  of  sim- 
ple form  malignant  ulcer  of  the  stomach  too 
little  stress  is  often  laid  upon  the  significance 
of  a frank  haematemesis.  In  the  presence  of 
this  complication  simple  ulcer  becomes  highly 
probable,  for  erosion  of  an  artery  rarely 
occurs  in  carcinoma,  whereas  it  is  common 
event  in  simple  ulcer.” — Lord  Horder,  loc.  cit. 

27.  “Ascites  arising  insidiously  in  a 
woman  in  whom  there  are  no  other  symptoms 
or  signs  (e.g.  of  heart,  kidney  or  liver  di- 
sease) is  generally  due  to  ovarian  adenoma. 
The  growth,  being  sometimes  very  soft  in 
consistency,  may  not  be  felt  by  vaginal 
examination,  and  so  may  require  laparotomy 
for  its  demonstration.'’ — Lord  Horder,  loc. 
cit. 

28.  “The  most  frequent  antecedent  to 
suppurative  pylephlebitis  (portal  pyaemia) 
in  this  country  is  a septic  appendix.  Des- 
perate though  the  condition  is,  recovery  does 
occasionally  take  place,  the  patient  living 
long  enough  to  admit  coalescence  of  the  mul- 
tiple foci  of  suppuration  and  evacuation  of 
the  abscess  so  formed.” — Lord  Horder,  loc. 
cit. 

29.  “Eosinophilia  in  disease  of  the  liver 
is  not  peculiar  to  hydatid  disease.  It  may 
occur  in  some  other  diseases  of  this  organ, 
as  in  neoplasm,  especially  if  the  growth  be  a 
rapid  one.” — Lord  Horder,  loc.  cit. 


Border  Health  Association 
Will  Hold  Annual  Meeting 

The  LTnited  States-Mexico  Border  Health 
Association  will  hold  its  12th  annual  meet- 
ing April  6 through  9 in  Albuquerque. 

Officers  of  the  Border  Health  Association 
are  Richard  F.  Poston,  sanitary  engineer, 
San  Francisco,  president  ; Dr.  Arturo  Rico 
Gonzalez,  Chihuahua,  Chih.,  president-elect; 
Dr.  Carlos  Hernandez  Aguirre,  Ciudad  Jua- 
rez, Chih.,  vice-president;  J.  Harold  Tillman, 
sanitary  engineer,  El  Paso,  vice-president; 
and  Dr.  Sidney  B.  Clark,  El  Paso,  secretary. 

Board  of  trustees  consists  of  Dr.  Fred  L. 
Soper,  Washington ; Dr.  Ignacio  Morones 
Prieto,  Mexico,  D.F. ; Dr.  Leonard  A.Scheele, 
Washington ; Dr.  Manuel  Pesqueira,  Mexico, 
D.  F. ; Dr.  Felipe  Gonzalez  Teran,  Victoria, 
Tamaulipas;  Dr.  Salvador  Molina  Velez, 
Monterrey,  Nuevo  Leon;  Dr.  Ignacio  Quiroz 
Leon,  Saltillo,  Coahuila;  Dr.  Arturo  Rico 
Gonzalez,  Chihuahua;  Dr.  Victor  Ocampo 
Alonzo,  Hermosillo,  Sonora ; Dr.  Alfredo 
Martinez  Manautou,  Mexicali,  Baja  Califor- 
nia; Dr.  George  W.  Cox,  Austin,  Texas;  Dr. 
Clarence  G.  Salsbury,  Phoenix;  Dr.  Wilton 
L.  Halverson,  San  Francisco;  and  Dr.  James 
R.  Scott,  Santa  Fe. 


Dr.  Oswalt  Named  President 
of  District  I Medical  Group 

Dr.  Charles  E.  Oswalt,  Jr.,  of  Fort  Stock- 
ton,  Texas,  was  elected  president  of  Dis- 
trict 1 of  the  Texas  Medical  Association  in 
Pecos,  Texas,  February  12  at  the  annual 
meeting  attended  by  47  West  Texas  phys- 
icians, 23  of  whom  were  from  the  El  Paso 
County  Medical  Society. 

Other  officers  elected  were  Dr.  H.  M. 
Gibson  of  El  Paso,  vice-president,  and  Dr. 
H.  D.  Garrett  of  El  Paso,  who  was  re-elected 
secretary-treasurer. 

Scientific  papers  were  presented  by  Dr. 
Robert  F.  Thompson  of  El  Paso,  “Congenital 
Kidney  Anomalies  as  a Cause  of  Pain  and 
Diseases;”  Dr.  Newton  F.  Walker,  El  Paso, 
“Some  Common  Eye  Conditions  That  Should 
be  Recognized  in  General  Practice;’’  Dr. 
Ross  W.  Rissler,  El  Paso,  “The  Newer  Hy- 
pertensive Agents ;”  Dr.  Celso  C.  Stapp,  El 
Paso,  “Control  of  Pain  in  Childbirth ;”  Dr. 
Leigh  E.  Wilcox,  El  Paso,  “The  Surgical 
Treatment  of  Thyroid  Disease;”  Dr.  Mayn- 
ard S.  Hart,  El  Paso,  “Early  Diagnosis  of 
Tumors  of  the  Lung;”  and  Dr.  C.  A.  Ro- 
binson, Kermit,  “Early  Diagnosis  and  Treat- 
ment of  Congenital  Dislocation  of  Hip”.  Dr. 
George  Turner  of  El  Paso,  Texas  Medical 
Association  president,  also  spoke. 

The  1955  annual  meeting  will  be  held  in 
Pecos. 
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HYPOTHYROIDISM  — OFTEN  FORGOTTEN* 

By  Jack  A.  Bernard,  M.  D.,  El  Paso 


Mild  hypothyroidism  often  may  escape  re- 
cognition unless  one  is  alert  to  it.  Undoubt- 
edly many  persons  with  slight  degree  of  thy- 
roid failure  are  daily  carrying  on  their  work 
and  pass  as  normal,  at  the  same  time  not 
realizing  that  better  health  might  be  obtain- 
ed. Twenty-seven  cases  are  being  presented, 
in  which  cases  it  was  thought  that  the  thyr- 
oid function  was  a factor  in  the  evaluation 
of  the  complaints  that  were  presented. 

It  is  not  intended  to  claim  that  in  all  cases 
of  lowered  vitality  a lessened  thyroid  se- 
cretion is  the  only  cause.  Other  conditions 
to  be  considered  are  fatigue  from  carrying- 
on  physical  or  mental  overload,  particularly 
the  latter;  infectious  diseases;  foci  of  in- 
fections, a poorly  balanced,  or  inadequate 
diet,  with  vitamin  deficiencies,  and  others. 
All  of  these  have  been  thoroughly  investigat- 
ed, searched  for  and  eliminated. 

The  hint  to  suggest  the  condition  of  mild 
hypothyroidism  is  in  the  patient’s  history. 
It  is  indefinite.  It  is  not  clear  as  to  onset. 
He  is  sufficiently  disturbed  to  seek  the 
advice  of  a physician,  and  usually  has  sought 
the  advice  of  many  physicians.  He  has  to 
drive  himself  to  his  tasks.  It  is  an  effort  for 
him  to  get  started  and  keep  going. 

Sooner  or  later  joint  pains  may  develop, 
particularly  in  the  hips,  shoulders,  or  knees. 
He  may  complain  of  being  “tired  out”,  “short 
of  breath”,  “dizzy.”  In  the  reported  cases, 
complaints  were  listed  as  follows: 


SYMPTOMS  CASES 

Joint  Pains 9 

"Tired  out" 5 

"Shortness  of  breath" 4 

Dizziness 4 

Menstrual  abnormalities 5 

Headache 3 

Nervousness 3 

"Can't  sleep" 3 

Angina -= 2 

Others  (voice  changes,  deafness) 1 each 


Blumgart,  in  following  the  development 
of  hypothyroidism,  after  total  thyroidectomy 
in  the  treatment  of  chronic  heart  disease, 
listed  as  the  signs  of  hypothyroidism:  “Dry- 
ness of  the  skin,  absence  of  sweating,  puf- 
finess, irritability,  fatigue,  drowsiness,  tin- 
nitus, numbness  of  fingers.”  He  also  noted 
that  “untoward-symptoms  were  immediately 
manifest  of  hypothyroidism,  almost  without 
exception,  when  serum  cholesterol  increased 
above  300  mg.  per  cent.” 


* Presented  at  annual  meeting  of  District  One  Medical  As- 
sociation of  Texas,  Feb.  13,  1953  at  El  Paso,  Texas. 


The  laboratory  findings  in  the  present 
series  are  best  summarized  by  Table  I. 


TABLE  [ 


Case 

Age 

Sex 

BMR 

Choi. 

Anemia 

Ekg. 

F.B.W. 

51 

F. 

—27 

226 

No 

Abnormal 

W.L.M. 

65 

F. 

—26 

324 

No 

Abnormal 

R.M.B. 

31 

F. 

—33 

570 

No 

Abnormal 

H.H. 

59 

M. 

—33 

522 

No 

Infarct 

J.J. 

63 

F. 

—28 

226 

No 

Normal 

J.S.M. 

42 

F. 

—31 

290 

Yes 

Normal 

V.J. 

46 

F. 

—26 

334 

No 

Not  Done 

F.H. 

42 

F. 

—22 

231 

No 

Normal 

F.B. 

33 

F. 

—22 

161 

Yes 

Not  Done 

E.S. 

27 

F. 

—16 

238 

No 

Not  Done 

E.T. 

56 

F. 

—14 

314 

No 

Abnormal 

C.R. 

63 

F. 

—28 

369 

No 

Infarct 

G.L. 

35 

F. 

—23 

157 

No 

Normal 

G.L. 

42 

M. 

—141/2 

334 

No 

Normal 

J.K. 

64 

M. 

—39 

314 

No 

Normal 

J.S.S. 

22 

F. 

—15 

159 

No 

Not  Done 

W.H. 

43 

F. 

—22 

260 

No 

Not  Done 

P.E.T. 

39 

F. 

—37 

Not  Done 

Not  Done 

Not  Done 

J.S. 

45 

F. 

—25 

320 

Slight 

Abnormal 

M.T. 

44 

F. 

—18 

260 

Not  Done 

Not  Done 

P.J. 

38 

F. 

—29 

290 

No 

Not  Done 

J.C. 

57 

M. 

—27 

285 

No 

Abnormal 

R.H. 

15 

M. 

—17 

301 

No 

Not  Done 

C.H.S. 

45 

M. 

—14 

Not  Done 

No 

Not  Done 

B.G. 

12 1/2 

F. 

—30 

213 

No 

Not  Done 

A. MR. 

59 

M. 

—13 

636 

No 

Not  Done 

W.H.S. 

29 

F. 

—32 

235 

Not  Done 

Not  Done 

The  following  case  histories  are  presented 
to  illustrate  some  of  the  above  features : 

CASE  !!.  II. 

Case  H.  H.  who  was  seen  Jan.  8,  1951,  with 
the  history  of  “looking  bad,”  and  who  came 
in,  stating,  “everyone  says  I look  bad.”  His 
wife  stated  that  he  had  been  quite  sleepy, 
lethargic,  irritable,  “childish”,  and  that  he 
had  refrained  from  taking  responsibility, 
and  seemed  to  have  some  impairment  of 
memory. 

Physical  examination  revealed  a pale,  sal- 
low, expressionless,  puffy  faced,  male,  with 
suborbital  edema,  sagging  jowls,  thinning  of 
the  eyebrows  laterally,  dry  wrinkled  sallow 
skin,  and  a husky  voice.  Nose  and  throat 
consultation  revealed  no  abnormalities  of  the 
nasal  pharynx  or  larynx.  Blood  pressure 
110/90.  Heart  and  lungs  were  normal.  Ab- 
domen: Normal,  no  liver  palpable.  Extre- 
mities : No  edema. 

Laboratory  findings:  Revealed  a BMR  of 
minus  33  per  cent.  Hemogram  was  normal, 
with  RBC  4.5,  HB : 16  gms,  WBC:  6,800. 
Blood  cholesterol  522  mg.  per  cent.  Total 
serum  proteins  — 5.83,  with  albumin  3.12, 
globulin  2.71. 

Electrocardiogram  showed  low  P wave, 
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with  very  low  R waves  throughout  chest 
leads,  and  flat  T wave.  (Patient  had  had  an 
acute  anterior  myocardial  infarction  May 
9,  1950.) 

Treatment  was  instituted  with  thyroid 
grains  one-fourth  daily,  and  when  seen  nine- 
teen days  later,  he  looked  better  and  was 
less  hoarse,  and  had  lost  3 pounds  in  weight. 
BMR  was  minus  24  per  cent. 

On  September  7,  1951,  about  eight  months 
after  he  started  his  thyroid  therapy,  the  pa- 
tient’s weight  was  down  to  lol1/^  and  the 
suborbital  edema  had  subsided.  BMR  was 
minus  21  per  cent  cholesterol  440  mg.  per 
cent,  and  EKG  was  then  normal.  (Voltage 
was  higher,  and  T waves  were  higher). 

On  January  27,  1953,  patient  appeared 
well,  felt  well.  His  edema,  sallow  complexion, 
and  voice  changes  had  disappeared.  BMR 
was  minus  30  per  cent.  Cholesterol  209  mg. 
per  cent.  Electrocardiogram  showed  a nor- 
mal tracing.  Thyroid  was  increased  to  one- 
half  gr.  daily. 

This  case  is  presented  to  illustrate  a case 
of  hypothyroidism,  in  a patient  with  a pre- 
vious myocardial  infarction,  whose  friends 
noted  his  poor  health  more  than  the  patient 
himself.  As  regards  diagnosis,  the  differen- 
tial diagnosis  when  this  patient  was  first 
seen  included  heart  failure,  (in  view  of  his 
past  history  of  a coronary  occlusion)  hypo- 
proteinemia,  and  hypothyroidism.  Patient 
was  obviously  a case  of  hypothyroidism,  and 
this  needs  no  further  comment.  It  should  be 
noted  that  thyroid  was  administered  cau- 
tiously because  of  the  well  recognized  danger 
of  precipitating  angina  in  such  cases  by  the 
injudicious  use  of  large  doses  of  thyroid. 

CASE  W.  L.  M. 

A 65  year  old  female  who  was  seen  Oct. 
15,  1952,  with  the  history  of  awakening  at 
midnight  three  days  before  with  a “hurting” 
across  upper  chest,  which  radiated  up  into 
the  neck  and  into  the  arms,  and  which  lasted 
about  an  hour. 

Patient  came  in  because  another  physician 
had  checked  her  two  years  ago  for  a syncopal 
attack,  and  had  frightened  her  when  he  told 
her  she  had  “hardening  of  the  arteries”. 

Review  of  systems  revealed  other  symp- 
toms; such  as,  ringing  of  the  ears,  consti- 
pation, “nervous  stomach”. 

Physical  examination  revealed  a pale,  sal- 
low, female,  who  appeared  older  than  her 
stated  age.  Hair  was  dry ; skin  was  inelastic, 
with  a yellowish  tint.  Heart  and  lungs  ex- 
amination was  normal.  Extremities  showed 
absent  posterior  tibial  pulsations  on  the  left, 
with  diminution  of  the  other  vessels. 

Electrocardiogram  showed  myocardial  dam- 
age with  flat  T-waves,  in  the  unipolar  and 
the  limb  leads. 


Laboratory  findings  showed  normal  he- 
mogram with  RBC  5.35,  HB : 15.5,  WBC : 
5,400,  Blood  smear  normal.  Sed  Rate  was 
19  mm.  per  hr.  BMR  — Minus  26  per  cent, 
Blood  cholesterol  — 324  mg.  per  cent. 

Patient  was  started  on  thyroid  grains  one- 
fourth  daily,  and  returned  to  the  office  on 
October  30,  1952  (two  weeks  later)  stating 
that  “she  felt  better  than  she  had  felt  in 
ten  years”.  Thyroid  was  increased  to  one- 
half  grain  daily,  and  on  December  15,  1952 
(6  weeks  later)  patient  stated,  that  she  was 
“feeling  better  and  had  had  no  more  spells”. 
(She  had  had  no  chest  pain).  She  stated  that 
she  required  less  laxative  than  before.  Her 
husband  noted  her  skin  was  better,  stating 
that  her  eyes  were  brighter,  and  her  family 
thought  that  her  nervousness  was  improved. 
Physically,  the  patient  looked  better.  Her 
color  was  improved,  and  her  hair  had  more 
luster.  She  weighed  15614  pounds,  a loss  of 
three  pounds  in  weight. 

Electrocardiogram  showed  improvement 
over  tracing  of  October  1952,  with  slightly 
higher  T waves  in  I,  II,  Vi,  Vr>,  V6,  and  AVL. 
A BMR  was  minus  8 per  cent,  as  compared 
to  minus  26  before,  and  blood  cholesterol  had 
dropped  to  104  mg.  per  cent. 

This  case  is  presented  to  show  a typical 
case  of  hypothyroidism  in  a patient  with  ar- 
teriosclerotic heart  disease  with  angina 
pectoris  and  a myocardial  infarction.  Again, 
caution  in  the  use  of  thyroid  in  such  patients 
is  emphasized. 

CASE  J.  S.  M. 

A 42  year  old  female,  who  was  seen  June 
27,  1952,  for  a check-up  because  of  pain  in 
her  right  hip,  and  right  leg,  and  particularly 
because  “she  was  always  worried  and  ex- 
hausted, and  felt  “like  I don't  want  to  live 
any  more”. 

Review  of  systems  revealed  that  she  “hurt 
all  over”,  and  particularly  complained  of  oc- 
cipital headaches.  She  complained  of  “si- 
nusitis” with  postnasal  drip,  of  shortness  of 
breath,  heart  pounding  when  she  was  ner- 
vous, or  mad.  Ankles  swelled  easily.  She 
complained  of  stomach  trouble,  easy  nausea, 
dizziness.  She  was  bothered  with  constipa- 
tion. She  had  nocturia  two  to  three  times 
nightly,  and  urgency  when  excited.  Her  joints 
hurt  all  the  time,  particularly  left  elbow, 
left  shoulder  and  legs.  She  gave  a past  history 
of  a pelvic  discharge,  of  nonspecific  nature, 
treated  by  her  Gynecologist. 

Physical  examination  revealed  an  obese, 
slightly  sallow,  puffy  female,  weighing  138V2 
pounds.  Skin  was  sallow  and  pale.  Exami- 
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nation  of  the  heart  and  lungs  was  normal. 
Extremities  showed  no  edema. 

Electrocardiogram  showed  normal  tracing. 

Laboratory  findings  revealed  a Red  count 
of  3.48,  Hemoglobin  10.2  White  count  6,400 
with  normal  blood  smear:  Polys  57,  Lymphs 
40,  Monos  2,  Eosinophils  1.  Urinalysis  show- 
ed negative  albumin,  negative  sugar,  and 
negative  microscopic. 

B.  M.  R.  was  minus  31  per  cent.  Fasting 
blood  cholesterol  290  mg.  per  cent. 

Patient  was  started  on  thyroid,  grains  one- 
half  daily,  and  was  seen  on  August  11,  1952 
(14  days  later)  and  stated  that  she  felt 
“super”.  Thyroid  was  increased  to  1 grain 
daily,  and  on  October  29,  1952  (about  one 
month)  after  the  start  of  thyroid,  she  stated 
that  she  felt  fine,  and  patient  looked  grand. 
At  this  time  her  hemogram  was  normal, 
RBC  = 4.7,  HB : 12.55,  WBC  = 8,250. 

On  December  2,  1952  the  patient  weighed 
136  3/4  lbs.  a loss  of  two  pounds,  and  stated 
that  she  was  so  much  better,  was  always 
hungry.  She  had  had  no  more  back  pains, 
or  hip  pains. 

This  patient  is  presented  to  illustrate  the 
numerous  complaints  with  which  patients 
with  hypothyroidism  may  present  themsel- 
ves, and  particularly,  many  of  them  will 
present  themselves  with  complaints  of  joint 
pains,  as  this  patient. 

Also,  this  patient  presented  an  anemia, 
which  it  is  felt  was  secondary  to  her  hypoth- 
yroidism, as  other  causes  were  searched  for 
and  eliminated  : There  was  no  history  of  any 


bleeding  episodes,  and  there  was  no  evidence 
of  any  bleeding  diathesis,  or  blood  des- 
truction; and  patient  was  given  no  hema- 
temics ; only  thyroid  was  prescribed,  and  her 
anemia  responded  well  to  thyroid  therapy 
alone. 

In  conclusion,  we  wish  to  point  out  that: 
1.  The  diagnosis  of  mild  hypothyroidism  may 
escape  recognition  unless  one  is  alert  to  it,  as 
various  symptoms  may  present  themselves, 
particularly  various  aches  and  joint  pains, 
and  patient  himself  may  not  be  aware  of  his 
lowered  well  being.  2.  That  the  recognition 
of  thyroid  disease  is  primarily  the  function 
of  the  clinician,  not  of  the  laboratory  tech- 
nician, and  3.  No  single  test  can  completely 
replace  clinical  judgment  either  in  the  re- 
cognition of  thyroid  dysfunction  or  concern- 
ing the  progress  of  the  disease.  4.  Finally, 
caution  in  the  use  of  thyroid  in  patients  with 
arteriosclerotic  heart  disease  with  angina 
pectoris  is  emphasized. 
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HALLUX  VALGUS 

Hallux  Valgus 

Lancet  1:331,  1953 

Several  investigators  have  recently  at- 
tempted to  elucidate  the  etiology  of  hallux 
valgus  and  to  assess  the  value  of  various 
corrective  operative  procedures.  Some  ob- 
servers contend  that  the  condition  is  brought 
on  by  wearing  tight,  improperly  fitted  shoes 
while  others  believe  that  widening  of  the 
first  intermetatarsal  angle  is  primarily  re- 
sponsible. The  author  of  this  article  states 
that  there  is  “commonly  no  apparent  cause 
whatever  for  hallux  valgus.”  Corrective 
operations  are  notoriously  unsuccessful  and 
are  attended  by  a high  proportion  of  failures, 
either  from  recurrent  deformity  and  pain 
or  from  interference  with  the  function  of 
the  foot. 


PRURITUS 

An  Effective  Method  For  The  Treatment  Of 
Pruritus  With  The  Oral  Use  Of  Procaine 
Hydrochloride- Ascorbic  Acid  Combination 

Parish,  F.  A.,  Ann.  Allergy  11:85,  1953 

Oral  administration  of  tablets,  each  con- 
taining 250  mg.  procaine  hydrochloride  and 
150  mg.  ascorbic  acid*  brought  about  prompt 
relief  of  pruritus  in  the  majority  of  31  pa- 
tients. Conditions  for  which  these  patients 
were  treated  included  atopic  dermatitis,  urti- 
caria, contact  dermatitis,  poison  ivy,  sebor- 
rhea, pruritus  vulvae,  pruritus  ani  and 
scabies.  There  were  no  side  effects  nor  did 
any  of  the  patients  mention  the  occurrence 
of  untoward  reactions. 

* Supplied  by  Dr.  Josselyn,  Abbott  Laboratories. 

Clinical  Clippings,  May,  1953. 
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CLINICAL  AND  LABORATORY 
ASPECTS  OF  HYPERSPLENISM 

By  Ashton  B.  Taylor,  M.  D.,  and  James  D.  Barger,  M.  D.,  Phoenix 


Diseases  of  the  hematopoietic  system  in 
which  the  spleen  is  the  major  factor  are  not 
common.  However,  they  present  a fascinat- 
ing and  oftentimes  puzzling  problem  in  la- 
boratory diagnosis  which  requires  close  co- 
operation between  the  clinician  and  the  pa- 
thologist to  establish  the  correct  diagnosis 
and  to  evaluate  the  proper  therapy.  Such  a 
goal  demands  an  orderly  and  rational  ap- 
proach so  as  to  prevent  the  accumulation  of 
unrelated  and  confusing  data  which  does 
little  to  clarify  the  problem  at  hand. 

CLINICAL  FEATURES 

The  term  hypersplenism  is  fairly  new  in 
medical  literature.  The  term  is  a good  one 
and  infers  a function  of  the  spleen  which 
serves  to  increase  the  breakdown  of  one  or 
more  of  the  formed  elements  of  the  blood. 
The  mechanism  by  which  this  occurs  is  not 
established  but  is  rather  hotly  contested  by 
the  hematologists.  In  essence,  two  schools 
of  thought  exist  regarding  the  process  which 
operates  in  hypersplenism.  The  one  which 
seems  to  have  the  most  widespread  favor  at 
the  present  time  holds  that  there  is  a basic 
plasma  defect  which  increases  the  suscepti- 
bility of  the  blood  elements  to  destruction  by 
the  spleen.  The  other  school  holds  that  the 
spleen  is  capable  of  a hormonal  function  by 
which  means  the  blood  elements  may  be  se- 
lectively or  totally  depressed. 

Regardless  of  the  mechanism  which  oper- 
ates we  recognize  that  specific  disease  en- 
tities do  result  from  hypersplenism  and  can 
be  identified  by  a deficiency  of  platelets,  red 
cells,  granulocytes  or  by  a deficiency  of  all 
of  these  elements  together.  We  also  recognize 
that  these  disease  entities  may  be  classified 
as  primary  if  they  are  congenital  or  he- 
reditary and  secondary  if  they  occur  as  a 
complication  of  other  disease. 

Primary  Hypersplenism  has  four  separate 
recognizable  forms. 

1.  Idiopathic  Thrombocytopenic  Purpura 
in  which  the  blood  platelets  are  selectively 
depressed. 

2.  Congenital  hemolytic  anemia  in  which 
the  circulating  erythrocyte  is  the  target  cell. 

3.  Splenic  neutropenia  in  which  the  neu- 
trophilic granulocytes  are  selectively  depres- 
sed. 


4.  Splenic  pancytopenia  in  which  all  of 
the  above  mentioned  blood  elements  are  de- 
pressed. 

Splenectomy  in  this  group  of  disorders 
will  effect  a cure. 

Secondary  hypersplenism  refers  to  those 
situations  in  which  the  clinical  picture  is 
identical  to  those  mentioned  above  but  which 
occurs  as  a complication  of  a chronic  disease. 
Thus,  for  example,  the  platelets,  erythrocytes 
or  granulocytes  may  be  depressed  secondary 
to  some  chronic  disorder  which  is  itself  res- 
ponsible for  the  hypersplenic  state.  The  com- 
monest causes  for  secondary  hypersplenism 
include  the  leukemias,  so  called  Banti’s  dis 
ease,  Hodgkin’s  disease,  lymphosarcoma,  sar- 
coidosis and  certain  infectious  processes  such 
as  malaria  or  typhoid.  In  this  group  of  se- 
condary hyperesplenism  it  is  common  to  also 
include  acquired  hemolytic  anemia  and 
Felty’s  syndrome.  For  this  group  of  cases 
splenctomy  may  prolong  life  by  stimulating 
a remission  of  the  cytopenia  but  it  will  not 
alter  the  eventual  outcome  of  the  disease. 

The  one  absolute  prerequisite  for  splenec- 
tomy is  correct  diagnosis.  Studies  of  the 
peripheral  blood  alone  are  inadequate.  It  is 
essential  that  the  bone  marrow  be  examined 
by  a competent  hematologist  or  pathologist. 
In  hypersplenism  there  must  always  be  a 
hyperplasia  in  the  marrow  for  the  specific 
cell  or  cells  which  are  depressed  in  the  peri- 
pheral blood.  It  is  imperative  that  hypers- 
plenism be  distinguished  from  both  primary 
and  secondary  marrow  suppression.  In  these 
days  of  widespread  use  of  potent  therapeutic 
agents,  it  is  far  more  common  to  find  toxic 
suppression  of  the  bone  marrow  than  hypers- 
plenism. Confusion  of  these  two  processes  is 
all  too  easy  since  the  peripheral  blood  picture 
may  be  identical.  Only  examination  of  the 
bone  marrow  will  reveal  the  depression  of 
marrow  activity  which  is  characteristic  of 
the  aplastic  or  hypoplastic  process.  These 
matters  are  discussed  more  completely  under 
the  section  on  laboratory  aspects. 

The  role  of  the  steroid  hormones  in  con- 
trolling the  manifestations  of  hypersplenism 
is  still  not  evaluated.  There  is  no  question 
that  ACTH  and  cortisone  are  capable  of  in- 
ducing a remission  in  both  primary  and  se- 
condary hypersplenism.  In  secondary  hy- 
persplenism these  agents  may  well  serve  as 
a total  form  of  treatment  but  in  hypersplen- 
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ism  of  the  primary  variety  they  do  not  offer 
the  total  cure  of  splenectomy.  However,  they 
may  well  serve  as  excellent  preoperative 
preparation  and  in  the  control  of  postoper- 
ative complications.  These  agents  are  also 
being  employed  as  diagnostic  tools  prior  to 
surgery. 

LAB( )RATORY  DIAGNOSIS 

In  this  discussion  of  laboratory  procedures, 
the  reader  is  referred  to  review  articles  for  a 
detailed  bibliography.  As  in  any  disease  in 
which  the  hematopoietic  system  is  involved, 
the  most  necessary  procedure  is  the  complete 
blood  count.  This  should  include  a red  blood 
count  or  hematocrit.  The  hematocrit  has  the 
advantage  of  better  reproducibility  of  the 
results,  and  is  especially  useful  in  following 
the  results  of  therapy  of  anemias.  The  de- 
termination of  the  hemoglobin  concentration 
should  be  done  by  an  adequate  method.  Al- 
though it  is  a commonly  used  procedure  there 
are  many  difficulties  associated  with  it;  the 
reader  is  referred  to  the  recent  review  of 
problems  in  clinical  hemoglobinometry  by 
Sunderman,  et  al,(1)  for  a discussion  of  me- 
thods. The  enumeration  of  the  leukocytes 
and  a differential  count  supply  necessary  in- 
formation. In  addition,  there  should  be  a 
platelet  count.  This  is  a rather  difficult  pro- 
cedure for  which  a number  of  methods  are 
available,  all  of  which  have  sources  of  error. 
However,  in  a laboratory  where  platelet 
counts  are  done  with  some  frequency,  it  is 
possible  to  establish  a normal  range  and  to 
judge  fluctuations  of  the  platelet  count  from 
the  norm.  It  is  important  to  remember  that 
not  only  the  number  of  the  platelets  in  a 
thrombopenia,  but  also  the  duration  of  the 
condition  is  responsible  for  the  bleeding  seen 
in  these  patients.  In  other  words,  an  acute 
thrombopenia  in  itself  will  not  induce  capil- 
lary bleeding,  but  chronic  thrombopenia  will 
show  capillary  bleeding  due  to  some  factor  in 
addition  to  the  thrombopenia.  Enumeration 
of  the  reticulocytes  in  the  peripheral  blood 
is  very  useful.  For  this  examination,  it  is 
recommended  that  the  staining  of  the  reti- 
culocytes be  done  by  the  use  of  the  dye,  me- 
thylene blue  N.'2)  This  is  an  important  part 
of  the  examination,  since  it  gives  an  indi- 
cation of  the  erythropoietic  activity  of  the 
bone  marrow. 

In  any  disease  of  the  hematopoietic  system, 
a bone  marrow  examination  is  necessary  to 
properly  evaluate  the  condition.  The  methods 
of  bone  marrow  examination  vary  from  la- 
boratory to  laboratory.  An  adequate  review 
of  methods  was  recently  made  by  Berman. (3) 
The  procedure  outlined  will  give  adequate 
material  for  a critical  examination. 

The  examination  of  the  bone  marrow  is 


especially  important  in  the  type  of  disease 
under  discussion.  For  example,  in  any  of  the 
hemolytic  anemias,  there  is  a marked  in- 
crease in  erythropoiesis  of  the  normoblastic 
type.  This  serves  to  differentiate  this  disease 
from  pernicious  anemia  and  other  anemias. 
In  thrombocytopenia,  the  enumeration  of  the 
megakaryocytes  may  be  of  some  value  in 
prognosticating  the  results  of  splenectomy.'0 
When  the  presenting  sign  in  the  peripheral 
blood  is  a leukopenia,  bone  marrow  examin- 
ation is  a necessity.  Leukopenia  may  be  a 
manifestation  of  so-called  “aleukemic’’  leu- 
kemia, granulocytopenia,  or  pancytopenia 
due  to  a drug  sensitivity  or  to  unknown 
causes,  and  the  proper  diagnosis  can  be  made 
only  by  bone  marrow  examination.  The  most 
important  diseases  in  which  splenectomy 
may  be  of  some  value  are  the  hemolytic- 
anemias  and  thrombocytopenia.  Further  la- 
boratory tests  are  necessary  for  evaluation 
of  these  conditions.  The  best  known  is  the 
measurement  of  osmotic  fragility  of  ery- 
throcytes in  hypotonic  saline  solution.  Con- 
genital hemolytic  anemia  is  characterized  by 
erythrocytes  of  abnormal  shape  (spherocy- 
tes),  which  have  an  increased  osmotic  fra- 
gility. Other  types  of  hemolytic  anemia  with 
numerous  reticulocytes  present  in  the  peri- 
pheral blood  show  a decrease  in  osmotic  fra- 
gility, since  the  reticulocytes  are  more  re- 
sistant to  the  hypotonic  solutions  of  saline 
than  the  mature  erythrocytes.  In  thalas- 
semia (Mediterranean  anemia),  there  is  a 
very  marked  decrease  in  the  erythrocyte  fra- 
gility which,  in  combination  with  the  mor- 
phology of  the  peripheral  blood,  is  diag- 
nostic. It  is  important  in  hemolytic  anemias 
to  attempt  the  demonstration  of  abnormal 
forms  of  erythrocytes.  The  morphology  of 
the  erythrocyte  in  the  peripheral  blood  will 
make  the  diagnosis  of  thalassemia  or  sickle 
cell  anemia.  In  addition,  preparations  are 
made  for  the  demonstration  of  the  sickling- 
phenomena.  It  is  also  possible  to  demonstrate 
abnormal  hemoglobin  molecules  by  alkali 
denaturation  and  electrophoresis.  However, 
these  particular  procedures  are,  at  the  pres- 
ent time,  not  within  the  scope  of  the  usual 
clinical  laboratory.  With  the  advent  of  filter 
paper  electrophoresis  these  demonstrations 
may  become  more  useful.  Recently,  much  at- 
tention has  been  directed  to  the  demonstra- 
tion of  autoantibodies  in  acquired  hemolytic 
anemia.  These  antibodies  have  been  known 
to  exist  for  some  time,  but  only  recently  have 
they  been  thoroughly  investigated. <5)  The  an- 
tibodies are  usually  first  demonstrated  on  the 
erythrocytes  of  the  patient  by  the  ‘direct’ 
Coombs  technique.  It  is  also  well  to  invest- 
igate the  patient’s  serum  for  antibodies  by 
the  ‘indirect’  Coombs  technique  using  a bat- 
tery of  cells  as  has  been  suggested  by  Da- 
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vidsohn.  The  various  test  cells  consist  of(1) 
the  patient’s  erythrocytes, (2)  erythrocytes 
of  the  homologous  bloocl  group  and(3)  ery- 
throcytes of  Group  “C”.  These  antibodies 
are  usually  nonspecific  and  agglutinate  any 
one  or  all  of  the  test  cells.  Difficulties  which 
may  arise  in  attempts  to  cross-match  the 
blood  of  these  patients  in  preparation  for 
blood  transfusion,  also  may  be  due  to  these 
antibodies.  Probably,  antibodies  against  the 
leukocytes  and  the  platelets  are  also  present 
in  many  instances.  Harrington,  et  al,(6) 
have  demonstrated  anti-platelet  antibodies  in 
cases  of  thrombocytopenia.  Patients  with 
hemolytic  anemia  should  be  supported  by 
transfusions  (previous  to  splenectomy)  and 
an  attempt  made  to  restore  the  erythrocytes 
to  a near  normal  level.  For  this  purpose,  we 
prefer  the  use  of  red  cell  mass,  giving  ery- 
throcytes in  a minimal  amount  of  plasma. 
In  transfusion  therapy,  one  often  encounters 
difficulties  obtaining  a compatible  cross- 
match of  the  donor’s  and  recipient’s  blood. 
This  is  due  to  the  presence  of  autoantibodies, 
and  if  the  correct  blood  type  of  the  patient 
is  known  or  can  be  determined,  the  patient 
is  transfused  with  homologous  type  blood 
regardless  of  the  incompatible  cross-match. 
This  is  not  without  danger  and  the  patient 
should  be  watched  very  carefully  for  a pos- 
sible hemolytic  transfusion  reaction.  Trans- 
fusion reactions  are  unpredicable  in  these 
patients.  In  one  of  our  cases,  before  splenec- 
tomy, the  patient  was  transfused  four  times 
with  no  untoward  results.  A montn  later, 
she  entered  the  hospital  again  and  was  trans- 
fused once  successiuuy.  The  second  time, 
two  days  later,  she  nad  a severe  hemolytic 
transfusion  reaction.  After  splenectomy, 
there  was  one  successful  transiusion.  A 
second  transfusion  was  again  ronowed  by  a 
very  severe  hemolytic  transiusion  reaction. 
No  further  attempts  at  transiusion  were 
made  and  the  patient  has  recovered  quite 
satisfactorily. 

As  with  many  other  diseases,  ACTH  and 
cortisone  are  useful  m the  treatment  of  He- 
molytic anemias  and  thrombocytopenia.  Tne 
exact  mechanism  of  its  function  m acquired 
hemolytic  anemia  is  not  known,  but  it  pro- 
bably interferes  m some  manner  wimi  tne 
antigen-antibody  reaction  and  reduces  the 
hemolytic  process.  Some  patients  with  ac- 
quired hemolytic  anemia  having  autoanti- 
bodies show  a decreased  rate  oi  hemoiysis 
following  treatment  with  ACTH  or  cortisone. 
With  cessation  of  the  treatment,  there  is  a 
relapse  and  renewal  of  the  treatment  again 
causes  a remission.  In  thrombocytopenia,  the 
action  of  the  ACTH  may  be  to  strengthen  the 
capillary  walls  and  thus  prevent  capillary 


bleeding.  It  does  not  appear  to  have  any 
direct  effect  to  increase  the  number  of  pla- 
telets. 

SUMMARY 

The  role  of  hypersplenism  in  diseases  of 
the  hematopoietic  system  has  been  discussed 
and  a classification  of  hypersplenism  pre- 
sented. The  importance  of  differentiating 
primary  and  secondary  hypersplenic  states 
is  stressed.  The  laboratory  aspects  involved 
in  establishing  a correct  diagnosis  are  re- 
viewed. 
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STREPTOKINASE  — STREPTODORNASE 

Streptokinase  And  Streptodornase  In  The 
Treatment  Of  Surgical  Infections 

Miller,  J.  M.,  et  cil.,  Lancet  1:220,  1953 

Lubafax,  a water-soluble  base,  is  a useful 
vehicle  for  streptokinase  and  streptodornase. 
The  preparation  used  by  these  investigators 
consisted  of  streptokinase,  300,000  units, 
streptodornase,  75,00b  units,  and  crystalline 
aureomycin,  0.05  Cm.  dissolved  in  physiolo- 
gical saline  solution  and  added  to  30  cc. 
Lubafax.  The  suspension  is  said  to  retain 
its  potency  for  about  one  week  when  stored 
in  a refrigerator. 

N.  Y.  U. 

Clinical  Clippings,  May,  1953. 


EPILEPSY 

Newer  Drugs  In  The  Therapy  Of  Epilepsy 
Perlstein,  M.  A.  & Mizell,  I.,  Bull.  North- 
western U.  Med.  School  27:59,  1953 

In  discussing  antiepileptic  drugs  the 
authors  caution  against  concurrent  admin- 
istration of  Mesantoin  and  Tridione  or  Para- 
dione.  “The  toxicity  of  both  of  these  classes 
of  drugs  is  much  more  enhanced  when  they 
are  given  together  than  when  they  are  given 
separately.  Mesantoin,  therefore,  should 
never  be  given  in  combination  with  the  two 
latter  drugs.” 

REPETATUR : Based  on  present  biological  evidence,  the  life 
span  for  humans  will  probably  never  exceed  100  to  125  years 
regardless  of  advances  in  medical  knowledge. — Wakedin. 

Clinical  Clippings,  May,  1953. 
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The  Duration  of  the  Q-U  . . . 

(Continued  From  Page  109) 
the  Q-oT  interval  to  be  more  prolonged  than 
any  other  component  of  the  Q-U  interval;  a 
prolongation  of  Q-oT  beyond  65  per  cent 
seems  accordingly  to  be  the  most  certain  sign 
of  hypocalcemia.  On  the  other  hand,  this 
study  shows  that  in  pure  hypopotassemia  the 
Q-T  interval  and  its  components  is  not  por- 
longed;  in  all  published  cases  in  which  Q-T 
seemed  to  be  prolonged,  a part  of  the  U wave 
was  included  into  the  Q-T  interval  or  there 
were  present  other  factors  which  tend  to 
prolong  Q-T  (such  as  decrease  in  the  ionized 
calcium,  acidosis,  etc.) 


ERYTHROMYCIN 

Resistance  Of  Bacteria  To  Erythromycin 

Haight,  T.  H.  & Finland,  M.,  Proc.  Soc. 
Ex  per.  Biol.  & Med.  81:183,  1952 

Resistance  to  erythromycin  can  be  in- 
duced in  vitro.  Staphylococcal  strains  of 
markedly  increased  resistance  to  erythromy- 
cin were  obtained  from  blood  cultures  of  2 
patients  with  endocarditis  following  7 to  10 
days  treatment  with  this  antibiotic. 


REPETATUR:  During  a hospital  stay  many  a respectable 
citizen  has  been  deranged  temporarily  by  sedation  because  the 
intern  thought  the  patient  needed  a good  night’s  rest.  — Salter. 

Clinical  Clippings,  February,  1953. 


EXPLOSIVE  REACTION  . . . 

OR  GENTLE  EVACUATION  ? 


"In  acute  constipation,  the  cathartic  of 
choice  is  the  . . . one  which  will 
produce  a prompt  and  complete 
evacuation  without  excessive 
purgation .”  (Cornell  Conference  on 
Therapy,  Vol.  Ill,  p.  279) 


product  of  George  A.  Breon  & Co. 


New  York  18,  N.  Y. 


For  deliberate, 

untroubled  bowel  action  . . . try  Doxy- 
chol-K.  Each  tablet  contains  Desoxycholic 
acid  (1  gr.)  and  Ketocholanic  acids  (3  gr.j. 


"Bile  has  a mild  laxative  action  . . .” 
(U.  S.  Dispensatory,  24th  Edition: 
808,  1947) 

"...  bile  per  se  is  stimulating  to 
the  movements  of  the  bowel  so  that 
an  increase  in  bile  flow  has  a 
natural  stimulating  effect.” 
(Shallenberger,  P.  L.  and  Kerr,  P.  B., 
Postgrad.  Med.  13:32,  1953) 
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De  Rebus  Medicis  Et  Politicis 

By  Robert  B.  Homan,  Jr.,  M.  D.,  El  Paso,  Texas 

Member  of  the  House  of  Delegates  of  the  American  Medical  Association 

There  Is  A Consequence 


There  is  an  old  adage  which  declares  that 
“For  every  act  there  is  a consequence.”  No 
expression  could  be  more  logical  or  more 
briefly  stated,  no  truth  has  caused  more 
happiness  or  more  unhappines,  as  the  case 
may  be,  than  this  simple  axiom  of  cause  and 
effect — act  and  consequence.  Life  would 
be  much  more  simple  if  we  could  know  in 
advance  the  immediate  and  ultimate  effect 
of  each  of  our  actions.  Life  would  also  be 
dull  for  we  would  thus  be  deprived  of  an- 
ticipation and  the  joy  derived  from  a suc- 
cessful venture. 

Fore-knowledge,  of  course,  would  prevent 
many  catastrophies  provided  the  human  sins 
of  greed  and  lust  for  power  could  be  elimin- 
ated at  the  same  time.  John  Wilkes  Booth 
would  not  have  killed  Lincoln  if  he  could 
have  foreseen  that  his  victim  was  the  one 
person  who  could  have  prevented  the  pil- 
lage of  the  Confederacy  which  followed  the 
War  Between  The  States.  There  are  few 
men  who  would  not  like  to  undo  some  act 
because  of  its  effect  upon  others.  To  err 
is  human,  to  continue  to  err  in  the  same 
field  of  endeavor,  is  the  ultimate  of  stupidity. 

The  nations  of  this  world  can  no  longer 
. afford  to  act  without  considering  the  con- 
sequences. Self-destruction  is  not  a normal 
human  trait!  The  world  has  become  so 
“small”,  physically  and  psychologically  that 
the  firing  of  a pistol,  in  a remote  country, 
can  drag  a peace  — loving  American  son  or 
father  away  from  the  fireside  of  his  home 
to  his  death  in  a useless  war.  This  result  of 
the  act  of  firing  the  pistol  is  merely  the 
culmination  of  many  acts  based  on  individual 
and  national  greed — economic  and  political. 
Will  we  humans  never  learn?  Are  we  all 
that  stupid? 

Similarly,  is  the  medical  profession  so 
foolish  that  it  acts  individually  and  collect- 
ively in  such  a manner  that  the  inevitable 
consequence  shall  be  the  loss  of  a justly 
earned  respect  and  love  formerly  accorded 
by  the  vast  majority  of  Americans  to  the 
doctor,  the  profession  and  to  its  organiza- 
tions? When  that  respect  is  lost  we  shall 
have  lost  our  freedom.  We  shall  have  no 
one  to  blame  but  ourselves. 

The  object  of  medicine  as  a profession  is 
to  improve  the  welfare  of  the  patient,  not 
the  welfare  of  the  doctor.  Those  doctors 
who  split  fees,  overcharge  for  services,  per- 
form unnecessary  surgery  or  “ghost”  surgery 
are  serving  no  one — including  themselves. 


Fortunately,  in  our  great  Southwest,  these 
sins  are  not  a problem : But  where  they  do 
exist,  the  county  medical  societies,  the  hos- 
pital medical  staff,  and  the  hospital  board  of 
managers  have  the  power  and  authority  to 
enforce  ethical  medicine  and  surgery.  After 
all,  these  sins  are  usually  performed  in  hos- 
pitals. Elimination  of  these  unethical  prac- 
tices must  be  done  at  the  local  level.  Argu- 
ment at  the  national  level  and  discourses 
on  the  subject  in  national  magazines  do  little 
to  improve  the  situation.  The  problem  is 
strictly  that  of  the  individual  physician 
acting  through  his  local  medical  organiz- 
ations. 

A great  physician,  Sir  William  Osier, 
once  said,  “We  are  here  to  give  to,  not  to 
see  what  we  can  get  out  of  life.”  That 
thought  represents  a creed  that  the  human 
race  would  do  well  to  adopt.  It  is  certainly 
the  creed  of  every  ethical  physician. 

Outstanding  Program  Planned  for 
N.  M.  Society  Meeting 

An  exceptional  scientific  program  has 
been  arranged  for  the  72nd  annual  meeting 
of  the  New  Mexico  Medical  Society  May 
13-15  in  Santa  Fe,  New  Mexico,  setting  for 
many  an  attractive  gathering  of  the  society. 

Speakers  will  be  Dr.  Charles  W.  Mayo, 
Professor  of  Surgery  at  the  Mayo  Founda- 
tion Graduate  Medical  School  at  the  Uni- 
versity of  Minnesota;  Dr.  William  Dameshek, 
Professor  of  Clinical  Medicine  at  Tufts  Uni- 
versity School  of  Medicine  and  Instructor 
at  the  Postgraduate  School  of  Medicine  at 
Harvard  University ; Dr.  M.  Edward  Davis, 
Professor  of  Obstetrics  at  the  University  of 
Chicago  Medical  School;  Dr.  Harry  Wilkins, 
Professor  of  Neurological  Surgery  at  the 
University  of  Oklahoma  Medical  School ; Dr. 
Charles  L.  Martin,  Professor  of  Radiology 
at  Southwestern  Medical  College  in  Dallas; 
Dr.  W.  A.  Sodeman,  Professor  of  Medicine 
at  the  University  of  Missouri  School  of  Me- 
dicine; Dr.  Gordon  Meiklejohn,  Professor  of 
Medicine  at  the  University  of  Colorado  Med- 
ical School ; and  Dr.  Arild  Hansen,  Professor 
of  Pediatrics  at  the  University  of  Texas 
Medical  School  at  Galveston,  Texas. 

The  annual  meeting  will  have  its  head- 
quarters in  the  La  Fonda  Hotel  and  all  scien- 
tific sessions,  with  the  exception  of  round 
table  meetings,  will  be  held  in  the  St.  Francis 
Auditorium. 
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Miscellaneous  Aphorisms  and  Memorabilia 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces,  N.  M. 


1.  “No  matter  how  many  technical  meth- 
ods are  invented,  there  will  never  be  a time 
when  a careful  history  and  a competent 
physical  examination  will  cease  to  be  the 
foundation  for  the  clinical  investigation  of 
disease.”  — George  Blumer,  Neiv  England 
Journal  of  Medcine,  July  1952,  p.  34. 

2.  “Much  too  much  has  been  said  about 
the  training  of  the  medical  student.  Much 
too  little  about  the  training  of  the  patient. 
Nothing,  in  fact.  This  country  still  hasn't 
got  a Royal  College  of  Patients.  . .A  single 
glance  over  the  assembled  crowd  in  Out 
Patients  Department  should  suffice  to  clas- 
sify patients  into  two  distinct  groups : 
amateurs  and  professionals.  Both  groups 
arte  waiting.  But  there  is  a world  of  dif- 
ference between  them.  . .Professional  pat- 
ients develop  their  symptoms  gradually  and 
with  the  tender  care  of  a French  chef  prepar- 
ing a major  dish.  Amateur  patients  keep  on 
acquiring  new  symptoms  and  losing  old  ones 
as  if  they  were  fountain  pens  or  library 
books.  . .Professional  patients  will  start  their 
past  history  by  remarking  they  were  eight 
month  babies.  Amateur  patients  may  re- 
member having  spent  three  months  in  the 
hospital  the  previous  year,  but  they  can 
rarely  tell  whether  the  trouble  was  in  their 
chest  or  in  their  tummy.  And  they  will  insist 
that  neither  could  be  the  doctors.  Amateur 
patients  have  large  and  healthy  families. 
Professional  patients  have  never  had  time. 
Professional  patients  regard  it  as  the  highest 
aim  of  the  medical  profession  to  get  them 
into  the  hospital.  Amateur  patients  naively 
but  firmly  believe  that  it  is  to  get  them  out 
of  it.” — T.  L.  D.,  Magazine  of  the  Royal  Free 
Hospital  School  of  Medicine,  1950.  p.  12, 
p.  56. 

3.  “When  and  if  the  time  comes  that  the 
vision  is  seriously  handicapped  and  the  pat- 
ient can  no  longer  perform  his  daily  tasks, 
then  the  cataract  can  be  removed  by  modern 
surgical  methods.  There  is  no  need  to  wait 
in  semi-darkness  for  the  cataract  to  become 
mature  and  ripe.” — Pretkin,  R.  and  Duchon, 
M.,  American  Practitioner,  May  1952,  p.  384. 

4.  “I  have  long  felt  that  one  has  no  right 
to  make  a diagnosis  of  probable  brucellosis 
unless  the  agglutination  test  is  1-320  or 
higher,  and  that,  as  in  all  infectious  diseases 
one  has  no  right  to  say  that  the  disease  has 
been  proven  beyond  a point  of  doubt  until 


the  organism  has  been  isolated.”  — Walter 
Bauer,  American  Practitioner,  January  1953, 
p.  57. 

5.  “It  is  a curious  thing  that  brucellosis 
is  a disease  of  adulthood.  In  animals,  active 
infection  with  brucellosis  is  not  encountered 
until  after  ovulation  has  occurred,  while  in 
humans,  active  infection  is  rarely  found  in 
children,  although  they  drink  most  of  the 
milk.  There  seems  to  be  something  bio- 
chemically unappetising  about  the  pre-adol- 
escent body  for  these  organisms.  . . The  diag- 
nosis of  brucellosis  certainly  can  be  made 
absolutely  only  if  the  organism  is  cultured 
from  the  blood,  or  from  the  bone  marrow, 
urine,  liver,  spleen,  or  other  body  tissue. 
There  are  three  other  diagnostic  aids  that 
have  been  used : the  opsonocytophagic  index, 
which  is  considered  by  many  people  as  un- 
reliable ; the  skin  test,  which  is  considered 
also  to  be  ureliable  as  an  index  of  an  active 
infection ; and  the  demonstration  of  granul- 
omatous lesions  and  the  differentiation  may 
well  not  be  possible.  The  one  test  that  is 
used  most  often  in  the  attempt  to  diagnose 
brucellosis  is  the  agglutination  reaction. 
There  are  a number  of  limitations  to  this 
procedure.  One  limitation  is  that  approxim-  • 
ately  10  per  cent  of  the  people  who  have 
active  brucellosis  with  positive  blood  cultures 
fail  to  develop  agglutinin.  There  is  some 
evidence  that  this  is  due  in  some  instances 
to  the  presence  of  so-called  “blocking  anti- 
bodies.” Another  limitation  to  the  agglutin- 
ation test  is  the  fact  that  every  now  and  then 
a perfectly  normal  person  will  appear  with- 
out previous  history  suggesting  brucellosis, 
who  will  have  very  high  titres,  perhaps  up  to 
1:5000.  Another  limitation  to  the  agglutin- 
ation reaction  is  the  fact  that  about  90  per 
cent  of  the  Army  and  Navy  people  who  are 
immunized  against  cholera  develop  agglut- 
inins to  brucella  in  titres  up  to  1:640,  and 
positive  agglutination  reactions  to  brucella 
may  also  develop  in  persons  who  have  tul- 
aremia. Another  situation  that  may  give 
rise  to  a false  positive  agglutination  reaction 
is  an  anamnestic  reaction.  People  who  have 
previously  had  brucellosis  upon  developing 
a sudden  febrile  episode  from  any  cause, 
may  show  a rise  in  brucella  agglutinins. 
Those  are  the  main  limitations  to  the  use  of 
the  agglutination  reaction  in  an  attempt  to 
make  a diagnosis  of  brucellosis.  It  is  gen- 
erally considered,  however,  that  a high  ag- 
glutination titre  in  the  presence  of  clinical 
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signs  of  the  disease  is  good  evidence  of  in- 
fection with  brucella  organisms.” — Thomas 
Paine,  American  Practitioner,  January  1953, 
p.  57. 

6.  “The  skin  test  offers  little  help  in  most 
cases,  and  an  additional  objection  is  that  it 
can  certainly  be  a very  damaging  test  to  the 
skin  of  a person  with  brucellosis,  who  may 
develop  necrosis  at  the  site  of  the  test.” — 
Thomas  Paine,  American  Practitioner,  Jan- 
uary, 1953,  p.  57. 

7.  “First,  I would  say,  the  training  is 
needed  because  scientific  discipline  is  the 
antidote  to  a surfeit  of  the  art  of  medicine, 
which  carried  too  far,  degenerates  into  med- 
ical lifemanship.  It  is  said  that  all  power 
corrupts,  and  the  power  which  a physician 
has  to  influence  the  lives  of  his  patients  is 
formidable  indeed.  Ideally,  no  antidote  should 
be  required,  but  the  clinician  who  knows  only 
the  art  and  is  unversed  in  scientific  thought 
and  method  may  end  by  deceiving  not  only 
his  patients  but  himself.” — Robert  Platt,  The 
Lancet,  November  15,  1952,  p.  978. 

8.  “I  will  cast  discretion  to  the  winds  and 
say  that  I doubt  if  any  professor  of  medicine 
should  be  more  than  55.  Allow  him  as  an 
act  of  grace  a few  more  years  to  reap  some- 
thing of  what  he  may  have  sown,  and  for  the 
sake  of  continuity  and  for  the  benefit  of  any 
wisdom  which  may  have  come  with  maturity ; 
but  if  he  shows  signs  of  believing  that  only 
• those  of  maturer  years  can  have  sound  judge- 
ment and  practice  good  medicine,  or  if 
he  begins  to  think  that  he  is  indispensable, 
or  becomes  too  highly  respected  for  any  one 
to  dare  to  tell  him  the  truth,  and  above  all 
if  he  begins  to  think  his  wisdom  and  exper- 
ience more  than  compensate  for  his  inability 
to  grasp  the  significance  of  new  discovery 
and  to  keep  up  with  new  knowledge,  get  rid 
of  him.” — Robert  Platt,  The  Lancet,  Novem- 
ber 15,  1952,  p.  979. 

9.  “Most  varicose  ulcers  are  not  caused 
by  varicose  veins.  In  fact,  the  patients  with 
the  largest  veins  usually  do  not  have  ulcers. 
Stasis  of  blood,  however,  can  be  considered 
a cause  of  the  ulcer,  and  it  is  produced  by 
canalization  of  a thrombosed  femoral  vein, 
with  destruction  and  loss  of  function  of  the 
valves.”  — Warren  Cole,  American  Pract- 
itioner, May  1952,  p.  58. 

10.  “From  inability  to  let  well  alone; 
from  too  much  zeal  for  the  new  and  contempt 
for  what  is  old ; from  putting  knowledge 
before  wisdom,  science  before  art,  and  from 
making  the  cure  of  the  disease  more  grievous 
than  the  endurance  of  the  same,  Good  Lord, 
deliver  us.” — Robert  Hutchison,  British  Med- 
ical Journal,  March  31,  1953,  p.  671. 


11.  “If  we  have  trouble  with  a motor-car 
we  do  not  hand  it  for  repairs  to  the  first 
lad  we  see  hanging  around  in  greasy  dun- 
garees. If  we  go  to  sea  we  like  to  be  assured 
that  the  captain  has  had  more  than  a brief 
experience  in  navigation.  If  we  wish  our 
portraits  painted,  we  should  not  go  to  the 
local  chemist  because  he  has  been  to  an  art 
school  and  painted  a very  nice  sign  for  the 
Green  Dragon.  In  surgery  we  are  very  care- 
ful that  the  cerebral  tumours,  the  fractures 
of  the  neck  of  the  femur,  the  mitral  stenoses, 
and  carcinomas  of  the  bladder  are  handled 
only  by  men  who  have  served  a long  ap- 
prenticeship in  the  technique  of  these  part- 
icular operations.  But  gastric  surgery,  more 
important  than  any  of  them  because,  per- 
fectly performed,  it  should  be  able  to  restore 
a temporarily  disabled  citizen  to  perfect 
health,  is  handed  over  to  Tom,  Dick  and 
Harry.  Every  candidate  for  even  a humble 
surgical  appointment  tells  of  the  number  of 
gastric  operations  he  has  done  as  evidence  of 
his  skill.  Every  newly  appointed  surgeon 
invents  some  modification  of  standard  proc- 
edure; and  the  younger  and  the  more  self- 
taught  he  is,  the  further  does  he  practice 
from  any  contacts  or  supervision,  the  more 
bizarre  is  it  likely  to  be.” — Sir  H.  Ogilvie, 
The  Lancet,  March  21,  1953,  p.  558. 

12.  “Experience  has  shown  that  for  the 
doctor  responsibly  doing  his  best  the  largest 
possible  measure  of  professional  independ- 
ence is  in  the  best  interests  of  his  patients. 
But  what  of  the  doctor  who  is  not  good?  The 
man  who  presumes  to  a competence  he  does 
not,  and  knows  he  does  not,  possess ; the  man 
who  persistently  is  negligent ; or  the  man  who 
regularly  — and  regardless  of  the  fact  that 
he  could  change  the  conditions  if  he  wished 
— practices  under  conditions  which  render 
good  doctoring  impossible.  Without  disput- 
ing that  the  numbers  in  these  categories 
constitute  a small  proportion  of  the  profes- 
sion, the  public  is  surely  not  unreasonable 
in  looking  to  the  profession  as  a self-govern- 
ing body,  to  deal  more  effectively  with  these, 
its  weaker  members,  for  the  better  protection 
of  the  public.  It  is  not  a question  of  the  oc- 
casional mistake ; everyone,  whether  profes- 
sional or  not,  no  matter  how  good  he  may 
be,  makes  mistakes  from  time  to  time.  It  is 
consistant  incompetence  and  persistant  ne- 
glect that  is  in  question.  It  would  be  wrong 
to  think  that  professional  action  is  never 
taken:  it  is.  For  instance,  professional  opin- 
ion has  slowly  led  to  the  exclusion  of  doctors 
who  have  not  had  a long  special  training  in 
surgery  from  the  performance  of  all  but 
very  minor  surgery,  except  in  emergencies. 
But  it  is  true  that,  like  other  professions,  the 
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medical  profession  has  shown  great  reluct- 
ance to  accept  responsibility  for  the  technical 
competency  and  efficiency  of  its  members 
once  they  have  qualified  for  membership.’’ — 
Leslie  Farmer  Brown,  The  Lancet,  April  11, 
1953,  p.  706. 

13.  “The  reluctance  of  the  professions  to 
exercise  more  supervision  over  their  mem- 
bers contrasts  interestingly  with  their  great 
activity  in  the  prescribing  and  testing  of  the 
qualifications  of  new  entrants.  Let  us  look 
at  the  problem  of  entrance  requirements.  On 
training  and  examinations,  there  has  been 
and  still  is  a spate  of  reports,  conferences, 
and  ‘reforms’,  invariably  with  the  result  of 
making  the  training  fuller  and  longer  and 
the  requirements  more  difficult.  It  is  natural 
and  right  that  a profession  should  strive  to 
attain  the  highest  reasonable  standard  of 
new  entrants  and  a course  of  pre-entry  train- 
ing that  will  give  them  the  best  preparation 
for  their  careers.  But  the  over-drilling  of 
the  innocents  should  not  be  a substitute  for 
proper  disciplining  of  the  hardened  troops. 
To  the  public,  the  quality,  ability  and  stand- 
ards of  a professional  man  or  woman  five, 
ten,  twenty,  thirty  years  after  qualifications 
are  more  important  than  the  knowledge  and 
largely  unproved  skills  of  the  new  recruit.” 
L.  F.  Brown,  The  Lancet,  April  11,  1953,  p. 
706. 

14.  “The  more  one  is  admitted  to  the 
secret  ambitions  of  the  great,  the  less  one 
finds  to  envy,  the  more  one  realises  the  pro- 
fundity of  the  banal  truism  that  it  is  not 
what  you  have  but  what  you  are  satisfied 
with  that  counts.”  — The  Lancet,  June  20, 
1953,  p.  1251. 

15.  “None  of  these  things,  however,  can 
give  you  what  you  may  find  increasingly 
desirable  — namely,  to  discover  some  mean- 
ing and  purpose  in  life.  In  your  youth  you 
will  find  many  opiates  to  prevent  you  from 
thinking  of  these  matters  — your  work,  your 
play,  and  such  aesthetic  outlets  as  appeal  to 
you.  But  the  time  must  come  when  these 
ancient  unsolved  problems  will  occupy  your 
attention  and  I am  afraid  that  there  is  no 
ready  answer.  The  simple  faiths  of  our  fa- 
thers would  suffice,  but  our  education,  es- 
pecially in  Science,  has  tended  to  destroy 
that  faith  and  there  does  not  seem  to  be  any 
method  by  which  it  may  be  regained.”- — Sir 
Sydney  Smith,  The  Lancet,  Sept.  5,  1953,  p. 
461. 

16.  “Do  not  forget  that  you  are  dealing 
with  the  whole  man  — - not  only  the  body,  not 
only  the  mind  — but  the  man  himself.  You 
must  take  into  consideration  not  only  his 


physical  condition  but  his  general  environ- 
ment, including  his  work  and  his  domestic 
affairs  in  so  far  as  they  may  have  some 
relation  to  his  physical  and  mental  state.  You 
must  remember  that  many  patients  come  to 
you  not  only  suffering  from  damaged  bodies, 
but  with  bruised  minds,  lacerated  cons- 
ciences, and  broken  hearts.  You  have  not 
seen  examples  of  these  in  your  museums,  but 
they  are  real  enough,  and  much  of  your 
success  as  doctors  will  depend  on  the  care 
and  understanding  with  which  you  treat 
such  matters.”  — Sir  Sydney  Smith,  The 
Lancet,  Sept.  5,  1953,  p.  462. 

17.  “In  this  world  of  falling  ideals,  of 
shifting  standards  and  abandonment  of  faith, 
let  us  remember  that  the  professions  of  Law 
and  Medicine  have  stood  with  rock-like  firm- 
ness against  all  subversive  tides.  Let  us  then 
hold  fast  to  those  principles  of  conduct  en- 
unciated by  our  forefathers,  which  were  their 
stay  and  staff  throughout  the  centuries,  and 
pass  on  undimmed  to  our  successors  the 
torch  of  knowledge  and  the  ideals  that  have 
been  bequeathed  to  us.” — Sir  Sidney  Smith, 
The  Lancet,  Sept.  5,  1953,  p.  463. 

18.  “. . . . If  a city  is  miraculously  ef- 
ficient, crammed  with  goods,  bristling  with 
services,  glittering  with  all  the  latest  in- 
genuities, but  is  also  filled  with  people  who 
are  worrying  themselves  sic-k  or  becoming 
ugly-minded  and  cruel,  or  turning  into  dim 
robots,  then  that  city  is  a flop.  If  the  people 
in  the  neighboring  country  are  comparatively 
poor,  have  few  possessions,  no  gadgets,  no 
great  organizations,  but  contrive  to  live 
zestfully,  laugh  and  love,  still  enjoy  poetry 
and  music  and  talk,  then  that  country  has 
succeeded.”  — J.  B.  Priestley,  ‘New  States- 
man and  Nation’ , {The  Lancet,  Sept.  26,  1953, 
p.  655.) 

19.  “The  itching  ear  is  usually  caused 
by  a dermititis  of  the  canal,  more  often 
either  seborrheic  or  eczematous ; occasionally, 
when  the  canal  appears  normal,  it  may  be 
caused  by  a nasal  or  eustachian  tube  allergy. 
The  pruritus  can  be  controlled  best  by  using 
70  per  cent  ethyl  alcohol  drops  in  the  ex- 
ternal ear  or  by  antihistaminics  in  the  case 
of  allergy.”  — Postgraduate  Medicine,  Vol- 
ume 12,  1952,  Richard  T.  Barton,  p.  452. 

20.  “Ear  Fungus”  — During  World  War 
II  we  saw  many  cases  of  what  was  purported 
to  be  a ‘fungus  infection  of  the  ear.’  We 
still  see  many  such  cases.  Often  they  are 
suppurative  otitis  media  (either  acute, 
chronic  or  acute  exacerbations  of  chronic) 
or  diffuse  otitis  externa  (usually  eczematous 
with  or  without  secondary  pyogenic  in- 
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feetion.)  However,  the  succesful  treatment 
of  otomycosis,  like  the  successful  treatment 
of  mycotic  infections  of  the  feet  and  most 
other  types  of  otitis,  is  based  on  the  scrup- 
ulous avoidance  of  water.  A patient  with 
any  kind  of  otitis  externa  should  never  get 
soap  and  water  in  his  ears,  even  if  the  ears 
itch.  Following  this  waterproof  principle, 
70  per  cent  ethyl  alcohol  ear  drops  will  cure 
virtually  all  otomycoses  and  to  use  CRES- 
ATIN,  DESENEX,  etc.  is  to  invite  a sen- 
sitivity which  is  rarely  justified.’’ — Richard 
T.  Barton,  loc.  cit.,  p.  453. 

21.  “The  use  of  ear  plugs  to  prevent  ex- 
ternal or  even  middle  ear  infections  is  futile. 
Ear  plugs  are  inadequate  protection  against 
otitis  externa  and  media  with  tympanic  mem- 
brane perforation.  A patient  with  a known 
perforation  should  absolutely  never  swim.  He 
should  avoid  water  in  his  ear  under  any  and 
all  circumstances.”  — Richard  T.  Barton, 
loc.  cit.,  p.  453. 

22.  “If  water  is  held  in  the  external  ear 
next  to  the  drum  after  swimming  as  a result 
of  cerumen,  exostoses  or  narrow  isthmus  of 
the  bony  canal,  the  patient  may  attempt  to 
remove  it  by  dancing  on  one  foot  with  the 
head  tilted  to  the  affected  side  or  by  jarring 
the  head  with  the  palm,  but  never  cupping 
the  ear  with  the  hand  and  applying  pressure 
or  suction!  If  this  jarring  fails,  a physician 
should  remove  the  water  by  irrigating  the 
ear  with  alcohol  and  drying  with  a cotton- 
tipped  applicator.”- — Richard  T.  Barton,  loc. 
cit.,  p.  435-454. 

23.  “It  is  the  established  practice  to 
cauterize  the  Kisselbach  plexus  on  the  sep- 
tum, which  commonly  bleeds  from  this  type 
of  nose  picking  and  wiping.  It  is  thought  that 
cauterizing  effectively  destroys  the  bleeding 
vessels  and  prevents  further  epistaxis.  How- 
ever, it  is  my  belief  that  more  often  the  cau- 
terizing agent,  whether  chemical  or  electric- 
al, simply  makes  the  nose  so  terribly  sore 
and  tender  that  the  ‘chronic  nose  picker’ 
leaves  it  alone  long  enough  so  it  can  heal 
spontaneously.”  — Richard  T.  Barton,  loc. 
cit.,  p.  454. 

24.  “Penicillin  and  the  sulfanomides  are 
not  recommended  for  topical  use  because  of 
the  relatively  high  incidence  of  sensitization 
reactions.” — C.  Livingood,  Am.  Pract.,  April 
1952,  p.  33. 

25.  “It  has  now  been  established  that 
local  cortisone  applications  have  no  signif- 
icant effect  on  the  course  of  skin  diseases, 
despite  the  dramatic  results  which  follow 
local  treatment  of  inflammatory  diseases  of 
the  eye.”  — C.  Livingood,  loc.  cit.,  p.  34. 


26.  “These  drugs  (anti-histaminics)  are 
prescribed  almost  routinely  by  many  physi- 
cians in  a wide  variety  of  cutaneous  diseases 
which  appear  to  have  an  allergic  component. 
However,  in  the  final  analysis,  they  have 
contributed  very  little  to  the  therapy  of  skin 
diseases  except  in  chronic  urticaria  and  to  a 
less  extent,  in  drug  sensitivity.  They  appear 
to  afford  relief  in  other  pruritic  dermatoses, 
but  in  most  instances,  it  is  probable  that  this 
is  due  to  a sedative  rather  than  a specific 
effect.  It  is  concluded  that  the  effectiveness 
of  the  antihistaminics  has  been  over-empha- 
sized in  the  case  of  skin  diseases,  and  this 
holds  for  both  oral  and  parenteral  adminis- 
tration as  well  as  topical  application.”  — C. 
Livingood,  loc.  cit.,  p.  34. 

27.  “It  is  of  interest  that  patients  with 
chronic  vasomotor  rhinitis  and  chronic  ur- 
ticaria fit  into  a similar  pattern  in  that  when 
onset  occurs  in  later  decades,  specific  al- 
lergens are  usually  not  discovered  and  symp- 
toms tend  to  be  intractable  and  severe.”  — 
Harry  Alexander,  Am.  Pract.,  April  1952, 

p.  26. 

28.  “Hospital  patients  in  status  asth- 
maticus  usually  receive  oxygen  under  pres- 
sure to  relieve  cyanosis.  Lowell  and  his  as- 
sociates recently  pointed  out  the  potential 
danger  of  such  therapy  in  severe  asthma  and 
emphysema.  The  disadvantage  lies  in  the 
fact  that  the  arterial  blood  is  rapidly  sa- 
turated with  oxygen  and  the  anoxic  stimulus 
to  the  respiratory  center  is  thereby  abolished. 
This  results  in  decreased  ventilation  and 
failure  to  eliminate  carbon  dioxide  leading 
to  higher  levels  of  retention  than  those  prior 
to  treatment.  Drowsiness,  confusion  and 
coma  may  ensue.”  — Harry  L.  Alexander, 
loc.  cit.,  p.  27. 

29.  “As  1 have  emphasized  repeatedly,  a 
positive  skin  test,  means  only  one  thing, 
namely,  that  at  the  time  of  its  performance 
and  in  that  patient’s  particular  skin,  fol- 
lowing the  introduction  of  an  antigen  or  an 
allergen  and  perhaps  as  a result  of  its  union 
with  a corresponding  antibody,  histamine  or 
a substance  like  it  has  been  released  into  the 
skin  to  produce  the  erythema  and  the  wheal 
designated  as  a positive  skin  test  reaction. 
That  is  all  that  the  latter  reaction  denotes. 
It  reveals  nothing  concerning  its  specificity 
nor  whether  it  is  related  at  all  to  the  con- 
dition for  which  the  patient  consults  the 
doctor.  This  is  the  province  of  the  attending 
physician,  who  must  decide  whether  such  a 
positive  reaction  has  any  bearing  whatever 
upon  the  patient’s  clinical  condition.”  — 
Louis  Tuft,  American  Practitioner,  Sept. 
1952,  p.  723. 
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Left  Bundle  Branch  Block  Masquerading  as 
Right  Bundle  Branch  Block 

By  Justin  L.  Richman,  M.  D.,  and  Louis  Wolff,  M.  D., 

Beth  Israel  Hospital,  Boston 


During  the  course  of  study  of  Spatial 
Vectorcardiography,  four  vectocardiograms 
were  encountered  which  displayed  the  signs 
of  Left  Bundle  Branch  Block.  Although  the 
precordial  leads  of  the  electrocardiograms  of 
these  cases  were  characteristic  of  Right 
Bundle  Branch  Block,  the  limb  leads  were 
suggestive  of  Left  Bundle  Branch  Block. 
Tracings  with  this  apparent  paradox  have 
been  considered  examples  of  Right  Bundle 
Branch  Block  and  vertical  heart  position  or 
myocardial  infarction  in  the  past. 

The  vectorcardiographic  method  used  in 
this  study  is  a modification  of  the  rectang- 
ular system  of  Duchosal.  No  more  exertion 
on  the  part  of  the  patient  is  required  than 
in  the  taking  of  an  electrocardiogram. 

All  four  patients  had  coronary  heart 
disease  with  clinical  episodes  of  myocardial 
infarction. 

The  electrocardiograms  have  the  following 
features:  (1)  wide  QRS  interval;  (2)  left 
axis  deviation;  (3)  qR  deflections  in  leads 
1 and  aVL;  (4)  qR  or  R deflections  in  lead 
aVR;  (5)  rS  deflections  in  aVF  and  VE ; 
(6)  slurred  or  notched  R waves  in  the  right 
sided  precordial  leads;  and  (7)  rS  or  notch- 
ed QS  deflections  in  the  left  sided  precordial 
leads. 

The  initial  QRS  vectors  of  the  vectorcar- 
diograms of  these  four  cases  are  identical 
with  those  seen  in  uncomplicated  Left  Bundle 
Branch  Block,  and  therefore  a diagnosis  of 
Left  Bundle  Branch  Block  is  warranted. 
Nevertheless,  except  for  the  initial  QRS 
vectors,  the  vectorcardiograms  of  these  cases 
differ  markedly  from  those  seen  in  un- 
complicated Left  Bundle  Branch  Block.  The 
early  QRS  vectors,  which  are  usually  do- 
minated by  septal  forces,  do  not  point  pos- 
teriorly, superiorly,  and  to  the  left,  but 
anteriorly,  superiorly,  and  to  the  right.  This 
change  in  vector  direction  is  explained  by 
assuming  extensive  septal  infarction  so  that 
the  resultant  vectors  are  dominated  by  the 
now  largely  unopposed  right  ventricular 


* These  condensed  reports  published  by  permission  of  the  New 
England  Cardiovascular  Society. 


potentials.  These  early  abnormal  vectors 
account  for  the  early  R wave  in  the  right 
sided  precordial  leads,  and  the  early  ne- 
gative deflections  in  the  left  sided  pre- 
cordial leads ; their  superior  direction  gives 
rise  to  the  early  R waves  in  leads  aVR  and 
aVL.  With  the  introduction  belatedly  of 
forces  arising  in  the  free  left  ventricular 
wall,  the  late  resultant  vectors  which  or- 
dinarily point  to  the  left,  posteriorly,  and 
superiorly,  are  directed  to  the  right,  pos- 
teriorly, and  markedly  superiorly,  in  these 
cases.  This  new  balance  suggests  that  forces 
which  normally  arise  in  the  lateral  and 
diaphragmatic  walls  of  the  left  ventricle 
are  absent  because  of  infarction.  These  ter- 
minal forces  result  in  the  late  positivity  in 
the  superior  leads,  aVR  and  aVL  and  the 
right  sided  precordial  leads,  and  the  late  ne- 
gativity in  the  left  sided  precordial  leads. 

In  summary,  in  the  presence  of  Left 
Bundle  Branch  Block,  a unique  situation 
exists  because  depolarization  of  the  septum 
and  the  free  left  ventricular  wall  are  separ- 
ated by  an  abnormally  long  interval.  There- 
fore septal  infarction  results  in  a change 
early,  and  free  wall  infarction  results  in  a 
change  late  in  the  depolarization  period. 

Vectorcardiographic  study  of  these  four 
cases  has  clarified  paradoxical  electrocardio- 
grams in  which  the  limb  leads  resemble  Left 
Bundle  Branch  Block  and  the  precordial  leads 
resemble  Right  Bundle  Branch  Block.  Our 
observations  indicate  that  these  electrocar- 
diograms represent  Left  Bundle  Branch 
Block.  Evidently,  the  limb  leads  in  such  cases 
are  a more  reliable  indicator  of  the  type  of 
block  than  are  the  precordial  leads.  Further- 
more, we  conclude  from  these  studies  that 
the  vectorcardiogram  reveals  evidence  of 
myocardial  infarction,  in  the  presence  of 
Left  Bundle  Branch  Block,  and  that  the  same 
is  true  for  the  electrocardiogram  if  properly 
interpreted.  These  studies  suggest  that  trac- 
ings which  have  the  paradoxical  features 
mentioned  should  be  regarded  as  examples  of 
Left  Bundle  Branch  Block  modified  by  ex- 
tensive septal  and  postero-lateral  myocardial 
infarction. 
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PROCEEDINGS  OF  THE  NEW  ENGLAND  CARDIOVASCULAR  SOCIETY 
Studies  of  the  Pathogenesis  of  Intravascular  Thrombosis 

By  Stanford  Wessler,  M.  D.,  Beth  Israel  Hospital,  Boston 


A method  has  been  developed  whereby 
intravascular  thrombosis  may  be  routinely 
produced  in  dogs  without  initial  endothelial 
injury.  The  technic  is  based  on  the  use  of 
isolated  venous  segments  and  the  systemic 
infusion  of  serum  fractions  containing  clot 
accelerator  substances.  In  veins  examined 
one  to  43  days  after  the  induction  of  thromb- 
osis, the  sequential  histopathology  was  that 
of  phlebothrombosis. 

Studies  have  demonstrated  that  retarded 
venous  flow  combined  with  a temporary  in- 
crease in  serum  accelerator  activity  can  in- 
duce intravascular  thrombosis  in  the  absence 
of  both  endothelial  damage  and  complete 
stasis.  Since  serum  and  stasis  are  common 
by-products  of  major  surgery,  they  may 
together  represent  a trigger  mechanism 
whereby  post-operative  thrombosis  is  ini- 
tiated. Both  dicumarol  and  heparin  block 
this  mechanism. 


Intravenously  administered  enzar,  a 
purified  trypsin  preparation,  has  recently 
been  reported  to  dissolve  intravascular  clots 
in  animals  and  man.  Rapid  systemic  infusion 
of  100,000  units  of  enzar  routinely  induced 
striking  fresh  clot  propagation  upon  pre- 
formed thrombi  in  jugular  veins.  Moreover, 
this  enzyme  preparation  successfully  re- 
placed serum  fractions  in  the  induction  of  ex- 
perimental intravascular  coagulation.  Di- 
cumarol, in  toxic  doses,  failed  to  inhibit  these 
trypsin-induced  thrombi,  whereas  heparin,  in 
therapeutic  amounts,  effectively  blocked 
their  production.  This  suggests  that  di- 
cumarol which  depresses  prothrombin  con- 
version may  not  provide  as  optimal  an  anti- 
coagulant effect  as  heparin  which  blocks 
fibrin  deposition  through  other  mechanisms. 

These  studies  have  provided  a new  method 
for  the  investigation  of  the  morphology, 
pathogenesis  and  therapy  of  thromboembol- 
ism. 


External  Electric  Stimulation  of  the  Heart 

By  Paul  M.  Zoll,  M.  D.,  Leona  R.  Norman,  M.  D.,  Arthur  L.  Linenthal,  M.  D., 

Beth  Israel  Hospital,  Boston 


Cardiac  arrest  often  occurs  in  patients 
with  complete  heart  block  as  a transient  or 
fatal  Stokes-Adams  attack.  It  may  also  occur 
in  the  absence  of  heart  disease  as  an  ac- 
cident during  anesthesia,  surgery,  trauma, 
suffocation,  drowning,  circulatory  collapse 
and  electric  shock.  Previously  available 
forms  of  therapy  consist  of  intracardiac  in- 
jections of  epinephrine,  myocardial  stimula- 
tion with  a needle  and  emergency  thoracot- 
omy with  cardiac  massage.  These  methods 
are  relatively  unsatisfactory  in  that  they 
are  only  occasionally  successful  and  are  in- 
trinsically dangerous  and  formidable. 

It  is  well  known  that  heart  beats 
may  be  stimulated  and  that  ventricular  fi- 
brillation may  be  stopped  by  electric  current 
applied  directly  to  the  surface  of  the  heart. 
The  necessity  of  exposing  the  heart,  however, 
has  greatly  limited  the  clinical  use  of  these 
methods.  A quick  and  easy  method  is  pres- 


ented of  arousing  the  heart  from  ventricular 
standstill  and  stimulating  effective  beats  by 
electric  impulses  applied  externally  across 
the  intact  chest. 

Repeated  electric  stimulations  over  sev- 
eral weeks  in  the  same  animal  are  not  as- 
sociated with  cardiac  or  systemic  injury.  The 
intensity  of  current  necessary  to  evoke  car- 
diac responses  depends  on  the  location  and 
resistance  between  the  electrodes  and  the 
voltage,  shape  and  duration  of  the  electric 
impulses.  The  most  effective  stimuli  are 
monophasic,  rectangular  waves,  2 millisec- 
onds long  and  30  to  60  volts  (30  to  70  mil- 
liamperes)  in  intensity. 

The  nature  of  the  cardiac  response  de- 
pends upon  the  frequency  of  the  stimuli, 
their  timing  in  the  cardiac  cycle  and  the 
location  of  the  electrodes.  The  heart  re- 
sponds to  stimuli  arriving  during  the  re- 
covery phase  by  intermittent  ectopic  beats 
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or  by  regular  tachycardia,  depending  upon 
the  rate  of  stimulation.  High  locations  of 
the  electrodes  on  the  chest  produce  supra- 
ventricular beats  and  lower  locations  pro- 
duce ventricular  beats.  At  intermediate  lo- 
cations both  supraventricular  and  ventricul- 
ar responses  occur,  depending  on  the  timing 
of  the  stimulus  in  the  cardiac  cycle.  The 
supraventricular  beats  are  characteriezd  by 
relatively  long  stimulus-response  intervals, 
by  normal  QRS-T  waves  and  by  interruption 
of  the  sino-auricular  pacemaker.  Ventricular 
beats  show  relatively  short  stimulus-response 
intervals,  grossly  abnormal  QRS-T  waves 
and  no  interference  with  the  sino-auricular 
pacemaker. 

The  method  of  external  electric  stimul- 
ation of  the  heart  has  been  tested  repeatedly 
in  dogs  under  nembutal  anesthesia  with  nor- 
mal sinus  rhythm  and  with  varying  arrhyth- 
mias produced  by  mecholyl,  quinidine  and 
anoxia.  It  has  also  been  applied  in  nine 
patients  with  circulatory  arrest  in  the  mo- 
ribund state.  In  four  of  five  patients  with 
complete  heart  block  and  frequent  Stokes- 
Adams  attacks,  regular,  effective  ventricular 
beats  were  evoked  by  the  external  electric 
pacemaker  during  periods  of  prolonged  ven- 
tricular standstill  or  slow  idioventricular 
rhythm.  One  patient  was  kept  alive  by  the 
artificial  external  pacemaker  for  five  days 
of  spontaneous  ventricular  standstill  until 
the  intrinsic  idioventricular  pacemaker  fi- 
nally revived.  In  another  patient,  multifocal, 
ectopic  ventricular  beats  and  runs  of  ven- 
tricular tachycardia-fibrillation  were  re- 
placed by  an  artificial,  externally  controlled 
rhythm  which  was  maintained  almost  cons- 
tantly for  24  hours  until  ventricular  irritabi- 
lity subsided  and  a regular  idio-ventricular 
rhythm  returned.  In  one  of  three  dying,  non- 
cardiac patients,  a slow  ventricular  rhythm 
was  replaced  for  a short  time  by  a more 
rapid,  externally  paced  ventricular  beat. 
Ventricular  fibrillation  occurring  during 
surgery  in  one  patient  was  uninfluenced  by 
electric  stimuli  of  maximal  intensity. 

In  summary,  the  external  electric  cardiac 
pacemaker  behaves  like  a naturally  occurr- 
ing, intracardiac  parasytolic  focus,  but  it  is 
under  complete  control  with  regard  to  fre- 
quency and  duration  of  discharges  and  lo- 
cation of  cardiac  response.  With  this  method 
various  aspects  of  cardiac  rhythmicity,  the 
refractory  period  and  paroxysmal  arrhyth- 
mias have  been  studied.  Its  value  as  a life- 
saving measure  has  been  demonstrated  in  the 
treatment  of  Stokes-Adams  attacks  due  to 
ventricular  asystole  or  ventricular  tachycar- 
dia-fibrillation. Its  usefulness  in  circulatory 
arrest  and  other  cardiac  arrhythmias  re- 
mains to  be  explored. 


Southwestern  Meet  Scheduled 
November  17-19 

The  annual  Southwestern  Medical  As- 
sociation meeting  will  be  held  in  El  Paso 
from  November  17  through  19,  Dr.  W.  W. 
Schuessler  of  El  Paso,  president,  has  an- 
nounced. 

The  meeting  will  have  two  distinctive 
features.  First,  the  convention  will  start  on 
a Wednesday,  Nov.  17,  rather  than  the  tra- 
ditional Thursday,  and  end  on  a Friday 
rather  than  on  a Saturday.  Second,  special- 
ists’ sessions  have  been  planned  for  the 
Wednesday  of  the  meeting,  while  Thursday 
and  Friday  will  be  devoted  to  subjects  of  a 
broader  interest  to  the  general  practitioner. 

The  Wednesday  specialists’  sessions  prov- 
ide for  sections  on  Dermatology;  Eye,  Ear, 
Nose  and  Throat;  Ophthalmology;  Obstetrics 
and  Gynecology ; Orthopedics ; Anesthesia ; 
and  Internal  Medicine.  Physicians  attend- 
ing the  General  Practice  sessions  will  receive 
formal  credit  from  the  American  Academy 
of  General  Practice. 

Dr.  Maynard  Hart  is  general  chairman 
for  the  convention. 


Dr.  Ravel  is  Guest  Speaker  at 
Chaves  County  Meeting 

Vincent  M.  Ravel,  M.  D.,  of  El  Paso,  was 
the  guest  speaker  at  the  March  meeting  of 
the  Chaves  County  Medical  Society.  A good 
attendance  of  members  and  guests  from 
Walker  Air  Force  Base  was  present  to  hear 
him  discuss  the  uses  and  limitations  of  the 
known  radioactive  isotopes. 

Dr.  Pete  Starr  of  Artesia,  Secretary- 
Treasurer  of  the  New  Mexico  Chapter  of 
American  Association  of  General  Practi- 
tioners was  also  present.  Dr.  Ravel  is  in 
charge  of  the  Isotope  Laboratory  in  Provid- 
ence Memorial  Hospital  in  El  Paso.  This 
Laboratory  is  further  evidence  of  the  pro- 
gress in  medical  diagnosis  and  treatment  in 
this  area  of  the  Southwest. 

E.  W.  LANDER,  M.  D. 

Roswell,  New  Mexico 


ERRATUM 

The  editors  of  SOUTHWESTERN  MEDICINE 
regret  that,  through  an  inadvertent  error,  the 
names  of  Pereira  and  Luckmann,  nationally 
known  Architects  and  Engineers,  who  designed 
the  new  El  Paso  Medical  Center,  were  omitted 
from  the  article  describing  the  Center  in  the 
March  issue. 
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Post-Graduate  Education 

(An  Editorial) 


The  problem  of  adequate  postgraduate 
education  is  one  which  has  been  neglected 
over  a period  of  years.  Our  medical  schools 
have  experimented  with  numerous  teaching 
techniques  for  undergraduates,  and  have 
evolved  a system  of  more  or  less  bedside 
teaching.  When  we  consider  that  not  so 
many  years  ago  it  was  possible,  even  in  a 
large  medical  center,  such  as  Boston,  to 
obtain  a degree  in  medicine  by  purchasing 
a series  of  course  tickets  for  lectures  on 
pharmacology,  materia  medica,  etc.,  we  must 
agree  that  our  technique  of  learning  by 
doing  is  of  course  a major  advancement. 

Busy  Practitioners 

Those  of  us  in  the  Southwest  have,  at 
times,  envied  our  brother  practitioners  who 
are  located  in  the  near  vicinity  of  the  large 
medical  center.  Here  there  are  made  avail- 
able numerous  lectures  and  other  materials 
which,  of  course,  are  not  available  to  us. 
However,  we  do  forget  one  thing,  that  the 
busy  practitioner  of  medicine  is  a tired  in- 
dividual, whether  he  be  located  in  the  South- 
west, or  in  the  metropolitan  areas  in  the 
East.  How  well  can  this  man  grasp  material 
presented  to  him  when  he  is  occupied  with 
the  worries  of  a large  practice,  whether  it  be 
general  or  specialized.  Truthfully,  we  must 
admit  that  teaching  by  lecture,  even  though 
it  be  accompanied  by  modern  visual  aids, 
slides,  T.  V.,  etc.,  does  not,  and  cannot,  take 
the  place  of  the  individual  instruction  at  the 
bedside. 

California,  in  its  usual  big-time  manner 
has  attempted  to  literally  can  post-graduate 
medical  education.  The  California  Medical 
Association  has  authorized  an  audio-digest 
foundation,  a non-profit  corporation,  which 
is  really  a subsidiary  to  the  association. 
Its  function  will  be  the  summarizing  and 
recording  on  tape,  and  synchronized  visual 
slides  or  film  strips  of  current  medical  li- 
terature and  lectures. 

Three  Channels 

This  material  will  be  beamed  along  three 
channels  to  the  specialists,  to  the  general 
practitioner,  and  to  the  medical  student. 
Weekly,  one-hour  tape  recordings  summariz- 
ing medical  literature  from  approximately 
600  journals,  primarily  for  the  general  prac- 
titioner, have  been  in  operation  for  approx- 
imately one  year.  Last  January,  a hi-weekly 
service  for  surgeons  was  set  up;  and  in 
February,  a similar  service  for  internists 


was  initiated.  This  is,  of  course,  a laudable 
effort  to  bring  a vast  amount  of  digested 
material  to  the  individual.  Time  alone  will 
evaluate  its  result.  But  again,  we  are  faced 
with  the  inadequacy  because  of  the  lack  of 
individual  presentation. 

Complex  Problem 

Our  problem  in  the  Southwest  is  complex. 
We  have  at  least  three  states  and  a foreign 
country  involved,  and  it  is  felt  by  many  that 
the  only  successful  manner  to  bring  medical 
teaching  to  the  physicians’  doorstep  is  to 
develop  the  local  hospital  into  approximately 
a teaching  hospital.  This,  of  course,  in  a 
small  community  is  very  difficult,  but  it  can 
be  done.  In  the  East  groups  concerned  with 
teaching  problems,  such  as  the  Bingham  As- 
sociates of  Tufts  College  Medical  School,  and 
the  Rochester,  New  York,  Plan  have  evolved 
a system  by  which  at  least  to  some  degree 
the  small  community  hospital  can  approx- 
imate a teaching  institution  through  the  loan 
of  ancillary  services  and  staff  men  who  are 
literally  lent  for  purposes  of  teaching. 

Through  this  affiliation,  it  is  possible  for 
the  local  practitioners  of  medicine  to  meet 
with  a man  for  teaching  purposes  who  is  not 
in  competition  with  them,  who  does  not  have 
any  axe  to  grind ; and  by  this  method,  dis- 
cussion is  a great  deal  freer;  and  by  the 
instrument  of  free  discussion  in  a small 
group,  the  individual  physician  will  be  well 
recompensed  for  the  time  he  has  given.  Te- 
levision, color  slides,  tape  recordings  do  not 
now ; and  probably  will  never  take  the  place 
of  the  grand  rounds  type  of  exercise  with 
actual  case  presentation. 

Trial  and  Error 

This  method  of  teaching  for  the  under- 
graduate has  been  evolved  by  the  good  old 
system  of  trial-and-error.  The  only  reason 
it  is  not  made  more  available  to  the  graduate 
is  because  medical  schools  have  had  tre- 
mendous difficulties  of  an  economic  nature. 
Various  foundations  have  provided  large 
amounts  of  money  for  research,  but  the 
graduate  has  been  forgotten.  In  specialized 
societies  the  candidate  works  very  hard  to 
obtain  recognition,  to  pass  examinations, 
both  written  and  oral ; and  then  immed- 
iately, everyone  forgets  all  about  him.  He 
may,  if  he  sees  fit,  go  to  seed.  It  is  refresh- 
ing, however,  to  note  that  the  American 
Academy  of  General  Practice  requires  re- 
( Continued  on  Page  159) 
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The  Surgical  Treatment  of  Thyroid  Disease 

By  Leigh  E.  Wilcox,  M.  D.,  El  Paso,  Texas 


Perhaps  a better  title  for  this  discussion 
might  be  “The  Place  of  Surgery  in  the 
Treatment  of  Thyroid  Disease,”  for  it  is 
neither  possible,  nor  desirable  if  it  were  pos- 
sible to  divorce  surgery  and  the  part  it  plays 
in  the  management  of  various  diseases  of  the 
thyroid  from  the  other  weapons  we  have  for 
combating  these  conditions. 

A perfect  classification  of  goitre  does  not 
exist  and  probably  never  will,  for  many  cases 
have  clinical  and  pathological  features  which 
defy  strict  grouping  of  them  into  one  place 
of  any  classification  yet  devised.  Never- 
theless we  must  have  some  outline  to  go  by ; 
one  which  is  simple  enough  for  use  in  the 
every  day  handling  of  patients,  and  one  that 
indicates  at  least  fairly  satisfactorily  the 
clinical  and  pathological  features  of  these 
conditions. 

The  following  perhaps  satisfies  these  re- 
quirements as  well  as  any.  At  least  it  is 
quite  workable,  though  it  does  not  include 
a few  of  the  rare  things  sometimes  seen,  and 
no  doubt  some  would  not  agree  that  it  is 
entirely  correct  from  a pathological  stand- 
point. 

I  Colloid  Goitre 

II  Adenomatous  Goitre 

III  Hyperplastic  Goitre 

IV  Thyroiditis 

V Carcinoma 

Classification  Difficult 

Before  proceeding  to  the  discussion  of  the 
role  of  surgery  in  each  of  the  above  groups, 
I would  like  to  point  out  some  of  the  over- 
lapping clinical  and  pathological  features. 
Occassionally  a patient  with  colloid  goitre 
will  be  toxic,  and  sometimes  one  will  be  hy- 
pothyroid. The  occurrence  of  hyperplasia  and 
of  malignant  change  in  the  adenomatous 
group  is  of  course  very  well  known.  Many 
hyperplastic  glands  contain  various  degrees 
of  lymphocytic  infiltration  which  we  or- 
dinarily consider  to  be  evidence  of  thyroid- 
itis. Certain  carcinomas  are  functioning 
tumors  and  cause  symptoms  of  hyperthy- 
roidism. These  examples,  and  there  are 
others,  are  sufficient  to  emphasize  the  dif- 
ficulties encountered  in  trying  to  accurately 
classify  thyroid  disease,  and  make  complete 
accuracy  in  so  doing  really  impossible. 

Colloid  Goitre  is  not  much  of  a problem 
for  the  surgeon.  This  is  the  simple,  diffuse 
enlargement  of  the  thyroid  gland  usually 
seen  in  adolescence  or  during  pregnancy.  It 
is  relatively  rare  in  this  part  of  the  country, 
and  most  cases  of  it  spontaneously  disappear 
if  left  alone.  Partial  thyroidectomy  for  cos- 
metic reasons  is  rarely  necessary. 


Adenomatous,  or  nodular,  goitre  is  the 
most  common  variety  of  goitre  the  surgeon 
sees  in  this  vicinity.  It  may  be  single  or 
multiple,  toxic  or  non-toxic.  It  is  frequently 
seen  in  almost  all  age  groups,  though  most 
of  the  sufferers  are  past  middle  life.  Those 
with  toxic  adenomata  do  not  as  a rule  have 
the  severe  degree  of  hyperthyroidism  as  do 
most  hyperplastic  goitre  patients,  though 
some  of  them  may  be  just  as  bad. 

Surgery 

Barring  the  presence  of  some  other  con- 
dition which  would  make  the  surgical  risk 
too  great,  all  of  those  with  this  disease, 
whether  toxic  or  non-toxic,  single  or  mul- 
tiple, should  have  their  goitres  removed 
surgically.  And  this  for  one  reason.  A high 
percentage  of  these  goitres  undergo  mal- 
ignant change  compared  to  the  very  low 
risk  of  surgical  removal.  Carcinomatous 
change  is  found  in  somewhere  between  five 
and  ten  per  cent  of  the  multiple  ones,  and 
probably  in  double  that  percentage  of  the 
single  ones.  All  of  the  nodules  should  be 
removed  along  with  a generous  amount  of 
surrounding  apparently  normal  tissue. 

The  hyperthyroid  adenomatous  goitre  is 
best  treated  surgically,  aside  from  consider- 
ation of  its  malignant  potentiality.  Inci- 
dentally, the  fact  that  they  are  hyperactive 
gives  no  reassurance  that  they  are  not  or 
may  not  become  malignant.  This  type  of 
goitre  is  not  satisfactorily  responsive  to  ra- 
diation therapy  of  any  kind.  The  results  of 
surgical  excision  are  excellent,  the  risk  is 
low,  and  recurrences  are  quite  rare. 

Hyperplastic  Goitre,  known  also  as 
Grave’s  disease,  Basedow’s  disease,  or  ex- 
ophthalmic goitre,  for  a considerable  time 
now  has  been  the  center  of  somewhat  of  a 
turmoil  in  regard  to  its  treatment.  Ex- 
perience has  well  shown  that  the  anti-thyroid 
drugs,  thiouricil,  propylthiourcil,  tapizole, 
and  others,  while  excellent  and  useful  means 
for  bringing  hyperthyroidism  under  control, 
are  not  satisfactory  for  definitive  treatment 
of  this  condition.  Complications  such  as 
skin  rash,  fever,  leukopoenia,  etc.  are  too 
frequent  and  too  severe  in  long  time  ad- 
ministration of  them  to  make  them  safe  for 
such  use.  In  addition,  long  remission  after 
their  use  is  probably  no  higher  than  50  per 

Radiation 

Radiation  applied  to  the  thyroid  gland 
will  undoubtedly  control  hyperthyroidism. 
Radioactive  iodine  is  in  many  ways  the  most 
suitable  medium  for  applying  this  radiation. 
It  is  relatively  simple  to  use,  and  we  know 
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that  it  is  certainly  safe  as  far  as  immediate 
results  are  concerned.  However,  there  are 
certain  disadvantages  to  it  at  the  present 
time.  It  is  not  possible  as  yet  to  estimate 
the  proper  dosage  with  any  high  degree  of 
accuracy.  A much  higher  percentage  of  hy- 
pothyroidism and  myxedema  occurs  after  its 
use  than  after  surgical  removal,  though  of 
course  this  is  usually  not  too  great  a problem 
to  correct  if  it  does  occur.  Perhaps  the  great- 
est disadvantage  of  its  use  is  simply  that 
as  yet  not  enough  time  has  elapsed  to  know 
what,  if  any,  late  undesirable  effects  may 
occur  in  patients  treated  by  this  means.  It 
may  well  be  that  in  the  future  with  the  added 
knowledge  which  that  future  will  give  us, 
that  this  will  be  the  treatment  of  choice  for 
hyperplastic  goitre. 

At  present  I believe  that  sub-total  thyr- 
oidectomy properly  performed  after  suitable 
preparation  is  the  treatment  of  choice  for 
the  large  majority  of  these  cases.  The  risk 
is  low,  the  results  excellent,  complications 
few,  and  the  rate  of  recurrence  small.  In 
the  elderly  patient,  or  in  one  with  some  other 
condition  which  makes  the  surgical  risk  too 
high  or  his  life  expectancy  short,  and  per- 
haps in  the  recurrent  case,  radioactive  iodine 
is  probably  the  best  treatment. 

Roentgen  radiation  may  be  a very  useful 
means  of  controlling  hyperthyroidism  pre- 
operatively  when  a patient  is  sensitive  to  or 
is  not  satisfactorily  controlled  by  the  drugs 
ordinarily  used  for  this  purpose.  It  may  also 
be  useful  in  treating  cases  in  which  surgery 
is  contraindicated  when  radioactive  iodine 
is  not  available. 

Hashimoto’s  Disease 

Of  the  various  types  of  thyroiditis,  Has- 
himoto’s disease,  or  struma  lymphomatosa, 
is  the  only  one  seen  more  than  extremely 
rarely.  The  main  surgical  problem  it  offers 
is  its  differentiation  from  carcinoma.  This 
may  be  a difficult  one  at  times,  even  for  the 
pathologist  when  using  quick  frozen  sections 
for  study.  Several  times  I have  done  total 
thyroidectomies  on  what  appeared  to  be 
grossly  and,  on  microscopic  examination  of 
quick  frozen  sections,  malignant  glands,  only 
to  have  them  turn  out  to  be  Hashimoto’s 
disease  when  the  fixed  sections  came 
through.  If  the  differentiation  can  be  made, 
the  only  surgery  that  should  be  done  is  the 
removal  of  sufficient  tissue  to  relieve  pres- 
sure symptoms  on  the  trachea  if  such  exists. 
Sub-total  or  total  thyroidectomy  should  not 
be  done,  contrary  to  what  some  recommend, 
for  hypothroidism  occurs  sooner  or  later  in 
these  patients,  and  all  possible  functioning- 
tissue  best  be  preserved. 

The  best  treatment  of  carcinoma  of  the 
thyroid  is  the  removal  of  adenomatous  goi- 


tres before  they  become  malignant,  for  un- 
doubtedly most  carcinomas  of  this  gland 
originate  in  such  lesions.  If  carcinoma  is 
present,  surgical  removal  offers  the  most 
hope  for  long  term  survival.  The  extent  of 
the  lesion  and  its  pathological  type  de- 
termine the  magnitude  of  the  operation. 
For  the  carcinoma  in  a well  encapsulated 
adenoma,  probably  simple  excision  with 
some  normal  surrounding  tissue  is  adequate, 
though  total  lobectomy  is  undoubtedly  safer. 
Papillary  adenocarcinomas  should  be  treated 
by  total  lobectomy  or  total  thyroidectomy, 
depending  on  the  extent  of  the  lesion,  to- 
gether with  removal  of  the  adjacent  lymph 
nodes  on  the  affected  sides  or  side.  The 
extent  of  the  neck  dissection  depends  on  the 
extent  of  involvement  as  determined  at  oper- 
ation. The  very  highly  malignant  and  ra- 
pidly growing  anaplastic  carcinomas  some- 
times seen  are  as  well  treated  with  radiation 
alone,  for  the  most  radical  surgical  pro- 
cedures add  little  or  nothing  to  the  survival 
rate. 

Most  of  the  operated  cases  of  carcinoma 
should  be  given  post-operative  irradiation. 
Even  those  not  cured  are  often  given  long 
additional  life  free  from  signs  and  symptoms 
of  recurrence  by  its  use. 

In  conclusion,  I wish  to  reiterate  only 
two  things  from  the  previous  discussion.  I 
cannot  stress  too  strongly  the  advisability 
of  surgical  removal  of  all  adenomatous  goi- 
tres. The  ultimate  outlook  of  carcinomas  of 
the  thyroid  as  a whole  is  not  good.  Hence 
it  is  far  more  satisfactory  to  prevent  them 
by  removing  their  precursors  than  it  is  to 
try  to  cure  them.  Finally,  as  yet  the  treat- 
ment of  choice  for  hyperplastic  goitres  is 
still  sub-total  thyroidectomy. 


Post-Graduate  .... 

(Continued  from  Page  157) 
current  medical  refreshment  for  continuing 
membership.  Some  of  our  special  societies 
would  do  well  to  take  a leaf  from  this  book. 

Southwest’s  Problem 

We  in  the  Southwest  should  give  post- 
graduate education  considerable  thought. 
We  do  have  our  meetings  with  our  speakers, 
and  our  luncheons.  These  are  fine ; they 
serve  a definite  purpose;  but  we  are  at- 
tempting to  crowd  into  a few  days  a great 
deal  more  than  many  of  us  are  able  to  absorb 
adequately.  If  we  are  to  continue  to  keep 
abreast  of  the  complexity  and  rapidity  of 
developments  in  medical  knowledge  today, 
we  must  evolve  some  sort  of  localized  teach- 
ing services  where  free  discussion  will  bring 
adequate  payment  for  the  time  given  by  both 
the  tired  practitioner  and  the  tired  teacher. 
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Why  the  Private  Practice  of  Medicine  Furnishes 
this  Country  with  the  Finest  Medical  Care 

By  David  Curry,  El  Paso 


This  remarkable  Essay  was  written  by  a 
14-year-old,  ninth  grade  student  at  Austin  High 
School  in  El  Paso  and  won  top  honors  and  $50 
against  articles  submitted  by  sophomores, 
juniors  and  seniors  in  the  eleven  high  schools 
of  El  Paso  County. 

The  essay  contest,  on  the  title  subject,  was 
sponsored  by  El  Paso  County  Medical  Society 
and  its  Women’s  Auxiliary.  David  Curry’s  ar- 
ticle is  now  being  judged  for  the  Texas  State 
championship  in  Austin. 

• 

Some  330  years  ago  our  forefathers  came 
to  this  continent.  What  for?  To  get  a go- 
vernment to  provide  for  them?  No.  That’s 
what  they  had  where  they  came  from.  They 
came  here  for  a chance  to  try  to  provide  for 
themselves. 

As  a result  of  that  philosophy  in  their 
hearts  and  of  their  political  concepts,  they 
built  a society  which  released,  as  never 
before  in  any  time,  in  any  place,  the  creative 
capacities  that  are  in  ordinary  people  every- 
where. There  took  place  here  the  greatest 
outburst  of  creative  effort,  imagination, 
energy,  production  and  progress  that  the 
world  has  ever  seen.  It  rushed  ahead  to  the 
point  where  today  the  seven  per-cent  of  the 
people  of  the  world,  who  live  in  these  United 
States,  have  created  as  much  wealth,  and 
have  distributed  it  more  widely  than  all  the 
other  ninety-three  per-cent  put  together. 

Not  Chance 

This  did  not  happen  because  of  good 
fortune  or  by  chance,  nor  because  we  had 
superior  ability  or  greater  resources.  The 
basic  reason  was  an  economic  system  based 
primarily  on  the  right  of  the  individual  and 
opportunity  for  him  to  get  ahead.  That’s 
what  young  people  especially  want-a  chance 
to  get  ahead. 

The  real  miracle  of  American  medical 
progress  is  the  miracle  of  America  itself, 
the  motivating  power  of  the  American  spirit, 
of  free  men,  unshackled  and  unfettered, 
with  freedom  to  think,  to  create,  to  cross 
new  frontiers. 

There  are  some  who  advocate  doing 
away  with  the  private  practice  of  medicine. 
They  claim  that  a tax-supported  and  Go- 
vernmentally  directed  scheme  of  medical  care 
would  be  better. 

On  the  surface,  it  sounds  like  a great 
idea  to  have  the  government  pay  for  all  of 
these  services ; that  is,  until  we  ask  our- 
selves, “Where  does  the  government  get  its 
money?”  The  answer,  of  course,  is  from  the 
people,  through  income  and  hidden  taxes. 


Tragic  Injustice 

To  encourage  the  belief  that  we  can  get 
something  for  nothing  is  a tragic  injustice. 
Everything  in  life  comes  at  a price.  Nothing 
is  free. 

For  people  to  assume  that  they  can  ob- 
tain from  the  government,  without  cost, 
such  things  as  aids,  benefits  and  services  is 
a dangerous  and  destructive  idea.  That  sort 
of  reasoning,  if  persisted  in  by  individuals, 
groups,  or  communities,  leads  to  socialism, 
regimentation  and  the  loss  of  freedom.  We 
should  beware  of  such  gifts  as  these  from 
our  government,  for  in  the  end  we  shall  pay 
heavily  for  them. 

The  English  had  had  Socialized  Medicine 
in  modified  and  limited  form  for  more  than 
thirty  years  before  they  undertook  complete 
Socialization.  One  reasonably  could  assume 
that  this  experience  would  enable  them  to 
project  the  costs  with  fair  accuracy.  How- 
ever, the  cost  of  the  National  Health  Service 
was  so  grossly  underestimated  by  the  Labour 
Government  that  a wave  of  Parliamentary 
protest  followed.  The  ophthalmic  service 
alone  was  found  to  cost  650  per-cent  more 
than  anticipated : the  first  estimate  had  been 
$8  million ; the  revised  estimate  was  $52 
million. 

New  Zealand 

“Nine  years  of  socialized  medicine  in 
New  Zealand  not  only  has  been  costly  to 
taxpayers  but  it  has  resulted  in  a deterior- 
ation in  medical  services  and  has  enabled  the 
unscrupulous  to  operate  freely  to  the  de- 
triment of  patients  and  the  profession.” 
This  statement  was  made  by  Dr.  A.  Lex- 
ington Jones,  who  spoke  at  the  National 
Conference  of  the  Professions,  under  the 
sponsorship  of  the  National  Physicians  Com- 
mittee. “Nobody  will  deny  the  sick  of  any 
country  the  right  to  adequate  treatment,” 
he  said.  “But,  the  cost  to  New  Zealand  is 
tremendous,  not  because  the  money  is  being 
spent  on  the  individual  but  because  of  the 
immense  cost  of  administration  and  the 
abuse  of  the  system  under  a Socialistic  Go- 
vernment. A great  part  of  the  money  we 
are  taxed  is  absorbed  in  the  payment  of  a 
large  body  of  civil  servants  and  for  the 
payment  of  doctors  for  visits  that  were  never 
necessary  and  for  prescriptions  given  them.” 
He  declared  physicians  were  called  upon  for 
so  many  consultations  “that  it  is  impossible 
for  them  to  devote  the  necessary  time  to 
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each  patient,  evaluate  their  symptoms  and 
give  a careful  and  considered  diagnosis.” 
Too  many  people,  he  pointed  out,  were  con- 
sulting their  physicians  unnecessarily.  He 
said  the  system  has  lowered  the  prestige  of 
the  medical  profession  “due  to  known  abuses 
that  may  be  practiced  by  unscrupulous  mem- 
bers.” To  some  extent,  at  least,  the  Socialists 
have  always  underestimated  costs  because 
they  underestimate  human  nature.  The  na- 
tural tendency  among  people  when  given 
“something  for  nothing”  is  to  take  too  much 
of  it. 

Dedicated  Medicine 

Medicine  should  be  wholly  and  unselfishly 
dedicated  to  the  betterment  of  humanity  and 
the  greater  perfection  of  our  liberties.  These 
objectives  can  be  achived  only  in  a nation  in 
which  men  are  free  to  govern  themselves, 
free  to  create,  free  to  think,  free  to  manu- 
facture ever  better  and  cheaper  goods, 
free  to  keep  the  proceeds  of  their  genius  so 
they  may  continue  to  spread  its  benefits 
ever  wider  for  the  benefit  of  all  the  people. 

A government  agency  probably  wouldn’t 
have  picked  out  a half-illiterate  garage  me- 
chanic to  set  the  world  on  wheels.  Yet,  that’s 
how  it  happened.  Not  because  Henry  Ford 
was  the  only  person  in  the  world  with  the 
idea,  but  because  of  the  fortunate  circum- 
stance that  he  lived  under  an  economic  and 
political  system  which  gave  him  the  right 
to  try  out  whatever  dream  he  had  as  long 
as  he  didn’t  encroach  on  the  rights  of  others. 

A government  agency  probably  wouldn’t 
either  have  picked  Thomas  Edison,  a half- 
deaf telegrapher,  to  light  the  world.  Yet 
that  is  how  it  happened  — because  of  the 
philosophy  in  this  government  and  its  po- 
licies which  not  only  make  initiative  possible, 
but  encourage  and  reward  it. 

Climate  of  Genius 

The  job  of  all  Americans  is  to  create  the 
climate  where  the  genius  of  mankind  will 
flourish  and  to  see  that  all  our  people  have 
an  ever  increasing  opportunity  to  share  in 
the  resulting  benefits.  The  achievements  of 
our  scientists  and  practitioners  in  the  heal- 
ing arts  are  so  wonderful  that  it  is  almost 
impossible  for  any  of  us  fully  to  realize  what 
has  happened.  A century  ago,  even  today  in 
many  parts  of  the  world,  plagues  and  dis- 
eases, unsafe  water  supply,  and  inadequate 
sewerage  disposal,  killed  millions  of  people. 
But  in  the  free  Western  world,  modern  me- 
dicine strode  forward  these  last  decades. 
Concentrated  mostly  in  Western  Europe  and 
the  Americas,  medical  freedom  has  developed 
the  tools  to  conquer  smallpox,  typhoid,  diph- 
theria and  scarlet  fever.  It  has  made  im- 


mense advances  against  pneumonia,  leprosy, 
and  maternal  and  infant  mortality.  It  is 
making  frontal  attacks  in  the  fields  of  in- 
fantile paralysis,  cerebral  palsy,  heart  dis- 
ease and  cancer. 

One  of  the  secrets  of  success  in  the  pri- 
vate practice  of  medicine  is  a completely  vo- 
luntary relationship  between  the  doctor  and 
the  patient.  Neither  the  government  nor  any 
other  agent  must  be  allowed  to  come  between 
the  patient  and  the  doctor.  An  intrusion 
such  as  this  would  destroy  the  confidence 
that  a patient  must  have  in  his  doctor. 

A doctor  must  work  for  his  patient 
and  be  paid  by  his  patient.  Whenever,  under 
other  systems,  the  doctor  gets  paid  in  part 
or  whole  by  another  agent  such  as  the  go- 
vernment, then  little  by  little  he  comes  to 
work  for  the  agent  instead  of  for  the  patient. 

Incentive 

Another  value  we  must  conserve  is  in- 
centive which  the  private  practice  of  me- 
dicine provides  for  the  doctor  to  do  his  best 
work  and  constantly  to  improve  himself. 
One  of  these  incentives  is  the  chance  to  make 
a better  living  and  get  ahead  financially.  If 
that  is  killed  by  regimentation  of  doctors  or 
patients,  most  men  aren’t  going  to  improve 
themselves.  Another  is  professional  re- 
cognition— the  chance  to  advance  to  higher 
standing,  to  win  the  respect  of  one’s  com- 
munity. That  is  a powerful  incentive.  It 
must  not  be  killed  by  a governmental  system 
where  promotions  are  made  by  order  of  se- 
niority or  senility,  as  we  call  it  in  Wash- 
ington. Under  this  system  one  would  have 
to  live  a very  long  time  in  order  to  be  el- 
igible for  promotion.  Also  one  could  hardly 
afford  to  have  ideas.  He  could  not  get  ahead 
if  he  had  ideas — it  would  make  a superior 
angry  at  him  or  jealous  of  him.  He  would 
not  try  anything  new — just  conform.  That 
would  be  fatal  in  the  medical  profession,  as 
in  anything  else. 

It  is  apparent  that  the  United  States  with 
its  private  practice  of  medicine  has  made 
greater  progress  in  the  application  of  me- 
dical and  sanitary  science  than  any  other 
country.  This  progress  is  now  reflected  in 
low  mortality  and  morbidity  rates  of  in- 
fectious diseases,  and  in  increased  life  ex- 
pectancy. There  is  every  reason  to  believe 
that  these  trends  will  continue  unabated 
under  our  present  system  of  medical  care. 

The  attempt  to  socialize  medicine  is  in- 
tended only  as  the  first  step.  Should  me- 
dicine fall,  public  utilities  would  be  next. 
Then  would  follow  the  banks,  the  bar,  the 
press,  general  industry,  and  finally  labor 
itself.  American  medicine  must  be  kept  free 
(Continued  on  Page  172) 
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Diagnosis  And  Treatment  Of  Minor  Lesions 
Of  The  Female  Urethra  and  Bladder* * 

By  Edgar  Burns,  M.  D.,  New  Orleans 


The  anatomy  of  the  female  urethra  is  im- 
portant from  the  standpoint  of  lesions  to 
which  it  appears  susceptible.  Its  relationship 
to  the  female  generative  organs  renders  it 
susceptible  to  inflammation  and  trauma, 
which  constitute  the  etiologic  factors  for  the 
majority  of  conditions  seen  clinically.  The 
female  urethra,  unlike  that  of  the  male,  has 
an  entirely  urinary  function.  It  is  a simple 
tube  about  four  cm.  in  length  consisting  of 
approximately  three  equal  parts.  The  prox- 
imal third  extends  from  the  internal  urethral 
orifice  to  the  proximal  layer  of  the  triangular 
ligament.  The  middle  third  corresponds  to 
the  membranous  urethra  in  the  male  and  lies 
between  the  two  layers  of  the  triangular 
ligament,  whereas  the  vaginal  portion  com- 
prises the  outer  third.  The  distal  portion  of 
the  urethra  is  lined  with  stratified  squamous 
epithelium  which  gradually  merges  in  the 
posterior  third  to  the  transitional  cell  type 
which  lines  the  bladder.  There  are  numerous 
submucosal  glands  located  chiefly  in  the 
outer  portion  and  diminishing  in  number 
towards  the  bladder.  In  addition  to  the  sub- 
mucosal glands  there  are  Skene’s  ducts  which 
open  on  each  side  immediately  within  the 
external  urethal  orifice. 

Minor  lesions  of  the  female  urethra  and 
bladder  are  more  common  sources  of  major 
discomfort  than  is  generally  recognized.  They 
should  be  given  primary  consideration  in  all 
complaints  referable  to  the  lower  urinary 
tract.  They  may  also  be  the  source  of  vague 
discomfort  in  the  lower  part  of  the  abdomen. 
The  commonest  urethral  lesions  are  chronic 
inflammation  of  the  urethral  mucosa  with 
or  without  inflammatory  polyps  at  the  neck 
of  the  bladder,  caruncle  at  the  external  ur- 
ethral orifice  and  urethral  prolapse.  Urethral 
diverticula  and  organic  stricture  are  less 
commonly  encountered. 

Urethritis 

Chronic  inflammation  of  the  urethral 
mucosa  is  perhaps  the  commonest  cause  of 
recurrent  bladder  discomfort  in  women. 
Although  first  accurately  described  by  Hun- 
ner  (1)  in  1911,  its  clinical  importance  was 
not  fully  recognized  until  twenty  years  later. 

Several  etiologic  factors  play  either  a di- 
rect or  indirect  role  in  its  production.  The 
external  urethral  meatus,  which  is  located  in 
the  vaginal  vestibule,  is  constantly  exposed 
to  the  normal  secretions  of  the  cervix  and 

* Presented  before  the  meeting-  of  the  Southwestern  Medical 
Association  in  Albuquerque,  New  Mexico, 

* From  the  Departments  of  Urology,  Ochsner  Clinic  and  Tulane 
University  School  of  Medicine,  New  Orleans. 


glands  around  the  vaginal  orifice  containing 
a variety  of  bacteria.  Trauma  during  inter- 
course is  perhaps  the  commonest  exciting 
cause.  “Honeymoon”  cystitis  has  its  origin 
in  traumatic  urethritis.  Many  cases  date 
from  obstetrical  trauma.  Other  causes  are 
careless  vulvar  hygiene  and  masturbation. 
Urethral  discomfort  not  infrequently  fol- 
lows application  of  radium  to  the  cervix. 
By  means  of  animal  experimentation  Wins- 
bury  White  (2)  demonstrated  a direct  lym- 
phatic communication  between  the  cervix 
and  the  posterior  urethra  and  trigone,  a fact 
which  suggests  the  likelihood  of  chronic 
endocervicitis  as  a cause  of  urethritis  and 
trigonitis.  Symptoms  often  date  from  pre- 
operative and  postoperative  catheterization 
or  other  types  of  urethral  instrumentation. 
It  should  be  emphasized  that  in  such  cases  a 
condition  already  present  is  stirred  up  by 
the  instrumentation  and  that  infection  is  not 
actually  introduced. 

Pathologic  Changes 

The  pathologic  changes  that  result  from 
chronic  urethritis  are  seen  chiefly  in  the 
posterior  third  of  the  urethra,  the  neck  of 
the  bladder  and  the  trigone.  The  urethral 
mucosa  is  red  and  granular,  similar  to  that 
seen  in  any  chronically  inf  lammed  mucosal 
surface.  Inflammatory  polyps  are  frequently 
seen  around  the  internal  sphincteric  margin 
and  may  vary  from  fine  tegs  to  long  flow- 
ing fronds  resembling  vesical  papilloma.  In- 
flamatory  cysts  are  often  seen  around  the 
bladder  neck  and  over  the  trigone.  Known 
as  trigonitis  cysticus,  it  should  not  be  con- 
sidered a separate  clinical  entity,  since  it  is 
nothing  more  than  the  result  of  chronic  in- 
flammation. A thin  greyish  membrane  fre- 
quently covers  the  trigone  and  is  referred  to 
as  membranous  trigonitis.  Long  standing 
chronic  inflammation  at  the  neck  of  the 
bladder  in  women  may  produce  contracture 
of  the  internal  vesical  orifice  similar  to  that 
seen  in  the  male.  This  in  some  cases  may 
be  of  sufficient  degree  to  produce  secondary 
changes  above  the  bladder  neck  and  require 
surgical  correction.  This  has  often  been  re- 
ferred to  as  the  female  prostate. 

We  have  long  been  impressed  by  the  variety 
of  therapeutic  measures  directed  to  patients 
with  chronic  discomfort  in  the  region  of  the 
bladder.  In  1946  we  examined  the  records  of 
100  consecutive  patients  who  had  received  a 
general  physical  examination  and  in  whom 
the  only  diagnosis  was  chronic  urethritis. 
The  two  outstanding  complaints  were  pain 
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and  bladder  irritation.  The  pain  was  located 
in  the  suprapubic  area,  right  and  left  lower 
abdominal  quadrants,  both  lumbar  areas, 
sacral  region,  labia  and  inner  surfaces  of  the 
thighs.  The  symptoms  referable  to  the  blad- 
der, in  order  of  frequency  were  frequency 
and  burning,  urgency,  tenesmus,  terminal 
hematuria,  stress  incontinence  and  strain- 
ing to  urinate.  Over  two-thirds  of  these 
patients  had  been  subjected  to  some  form  of 
lower  abdominal  operation.  Analysis  of  this 
group  revealed  that  in  the  majority  of  cases 
the  operation  was  undoubtedly  necessary,  as 
evidenced  by  the  findings  at  operation  and 
the  relief  of  pain.  In  others,  however,  the 
operation  was  apparently  performed  for  the 
referred  pain  originating  in  the  inflammed 
urethra,  as  indicated  by  the  fact  that  symp- 
toms were  not  relieved  until  the  urethritis 
was  treated. 

The  diagnosis  of  urethritis  in  women  is 
not  difficult  to  make.  The  urethra  is  ab- 
normally sensitive  to  instrumentation.  On 
panendoscopic  examination  the  mucosa  at 
the  neck  of  the  bladder  and  most  proximal 
end  of  the  urethra  will  usually  present  an 
irregular,  red,  granular  appearance.  There 
may  be  inflammatory  cysts  or  polyps,  which 
are  always  a result  of  chronic  inflamation. 
The  trigone  looks  chronically  inflammed. 
Dilated  blood  vessels  coursing  over  its  surf- 
ace accentuate  the  sharp  lines  of  demarcation 
between  the  infected  trigone  and  the  normal 
surrounding  mucosa  of  the  bladder.  In  al- 
most all  our  cases  the  disease  was  limited  to 
the  posterior  third  of  the  urethra  and  trig- 
one.  In  a few  cases  dilated  ducts  from  infect- 
ed submucosal  glands  were  observed  chiefly 
in  the  outer  two-thirds  of  the  urethra. 

Urine  Examination 

Careful  examination  of  the  urine  from 
both  a chemical  and  microscopic  standpoint 
constitutes  a part  of  the  routine  studies.  In 
95  per  cent  of  our  cases  the  results  of  urin- 
alyses were  negative.  The  report  of  normal 
urine  is  probably  the  reason  the  symptoms 
are  attributed  to  some  other  cause  in  so 
many  of  these  cases.  Complete  study  of  the 
urinary  tract  should  be  done  in  all  patients 
with  infected  urine  and  in  those  with  a 
history  of  urinary  infection  in  order  to  rule 
out  disease  of  the  upper  urinary  tract.  The 
urine  should  be  cultured  in  order  to  identify 
the  specific  organisms  present  and  it  is  des- 
irable though  not  essential  to  test  these  or- 
ganisms for  sensitivity  to  the  presently  used 
antibiotic  agents.  Renal  function  tests  are 
done  in  all  cases  and  roentgenograms  of  the 
urinary  tract  should  be  made  in  all  patients 
with  chronic  symptoms  referable  to  the 
urinary  tract.  In  the  group  of  100  cases  re- 
ferred to  earlier  the  average  interval  bet- 


ween the  onset  of  symptoms  and  correct 
diagnosis  was  3 Viz  years.  Many  incorrect 
diagnoses,  such  as  acid  urine,  chronic  disease 
of  the  lower  abdominal  organs  and  psycho- 
neurosis, had  been  made.  Some  of  these 
patients  had  actually  been  referred  for  psy- 
chiatric treatment  and  some  had  received 
shock  therapy. 

Easily  Treated 

Chronic  urethritis  is  easily  treated  and 
symptoms  are  often  spectacularly  relieved. 
Treatment  consists  of  irrigation  of  the  blad- 
der with  a mild,  nonirritating  antiseptic  so- 
lution, dilatation  of  the  urethra  with  sounds 
and  instillation  of  a weak  solution  of  silver 
nitrate  into  the  posterior  urethra.  Long  in- 
flammatory polyps  should  be  destroyed  by 
fulguration  with  a high  frequency  current 
followed  by  the  usual  treatment  for  the  or- 
dinary case  without  polyps.  In  the  majority 
of  these  cases  the  bladder  has  become  ac- 
customed to  frequent  urgent  urination  over 
a long  period  so  that  its  capacity  to  hold  a 
normal  amount  of  urine  is  reduced.  One  of 
the  chief  reasons  for  irrigating  the  bladder 
as  part  of  the  treatment  is  to  stretch  it  up 
to  a normal  capacity.  Long  standing  inflam- 
mation of  the  urethra  will  result  in  varying 
amounts  of  scar  tissue  formation  and  for 
that  reason  dilation  of  the  urethra  with 
sounds  constitutes  an  essential  part  of  the 
treatment  of  urethritis.  This  is  often  noted 
by  the  improvement  following  dilatation  in- 
cident to  passage  of  the  cystoscope  during 
the  initial  examination.  One  should  start 
with  whatever  size  sound  the  urethra  will 
comfortably  accommodate,  usually  24  to  26 
French.  The  size  of  the  sound  used  should 
be  increased  with  each  treatment  until  the 
maximum  that  the  urethra  will  tolerate  is 
reached.  The  individual  variation  will  be 
from  28  to  32  French.  It  should  be  re- 
membered that  the  object  is  to  stretch  the 
urethra  and  not  tear  it.  If  the  external 
urethral  orifice  is  congenitally  narrow,  me- 
atotomy  may  be  done  in  order  to  facilitate 
adequate  treatment.  Silver  nitrate  is  instilled 
into  the  posterior  urethra  as  a part  of  the 
treatment  for  the  same  reason  that  a chron- 
ically inflammed  throat  is  treated  with  va- 
rious antiseptic  solutions.  For  the  initial 
installation  2 cc.  of  a 0.5  per  cent  solution  is 
used  and  with  each  treatment  the  strength 
is  gradually  increased  to  a maximum  of  2 
per  cent  in  those  in  whom  it  is  well  tolerated. 
The  treatment  herein  outlined,  if  carefully 
administered,  will  give  extremely  satis- 
factory results.  Treatment  given  once  or 
twice  a week  over  a period  of  six  to  eight 
weeks  will  completely  relieve  90  per  cent  of 
patients  with  chronic  urethritis.  In  10  per 
cent  of  cases  with  intractable  chronic  gra- 
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nular  urethritis  the  involved  areas  may  be 
treated  by  direct  application  of  a 10  per  cent 
solution  of  silver  nitrate  through  an  en- 
doscope or  light  fulguration  with  a high 
frequency  current.  It  should  be  remembered 
that  the  bladder  neck  is  exercised  six  or 
eight  times  each  twenty-four  hours  in  the 
performance  of  its  urinary  function  and  is 
subjected  to  additional  trauma  during  sexual 
intercourse;  it  therefore  seems  logical  that 
it  would  be  the  seat  of  an  occasional  flare-up 
in  the  same  manner  that  a patient  may  be 
expected  to  have  an  occasional  sore  throat. 
Of  importance,  however,  is  the  fact  that 
chronic  urethritis  in  women,  properly  han- 
dled, does  not  become  a difficult  problem. 
The  importance  of  eliminating  all  foci  of 
infection,  especially  any  which  may  exist  in 
the  cervix  uteri,  needs  no  emphasis.  Ob- 
viously, this  should  be  done  regardless  of 
whether  or  not  the  patient  may  have  chronic 
urethritis. 

Cystitis 

Simple  cystitis  may  be  caused  by  any  of 
the  ordinary  organisms  that  invade  the  ur- 
inary tract  and  may  follow  some  type  of 
urethral  trauma,  sexual  or  otherwise.  It  oc- 
curs ten  times  more  often  in  women  than 
it  does  in  men.  The  onset  is  usually  sudden 
and  is  characterized  by  frequency,  burning, 
urgency,  tenesmus  and  often  terminal  he- 
maturia with  soreness  and  discomfort  in  the 
suprapubic  area.  The  temperature  is  not 
elevated  unless  the  kidneys  are  involved.  The 
diagnosis  is  easy.  The  catheterized  specimen 
of  urine  will  show  pus  and  organisms  and 
cystoscopic  examination  will  reveal  acute 
generalized  inflammation  of  the  bladder 
mucosa  with  multiple  hemorrhagic  areas  in 
many  cases.  It  should  be  emphasized  that 
only  the  catheterized  specimen  in  females  is 
reliable. 

A simple  methylene  blue  stain  will  dif- 
ferentiate between  coccal  and  bacillary  in- 
fection and  the  gram  stain  will  determine 
whether  the  organisms  are  gram-positive  or 
gram-negative.  Sensitivity  tests  may  be  done 
but  are  not  essential  to  succesful  manage- 
ment. Treatment  is  based  upon  these  find- 
ings. Fortunately,  most  of  the  currently  used 
urinary  antiseptics  are  effective  against  both 
gram-positive  and  gram-negative  organisms, 
both  bacilli  and  cocci. 

The  two  most  commonly  used  drugs  at  the 
present  time  are  gantrisin  and  aureomycin. 
Gantrisin  should  perhaps  be  tried  first,  since 
it  is  effective  in  the  majority  of  cases,  has 
little  or  no  untoward  reactions  and  is  less  ex- 
pensive. The  administration  of  aureomycin 
should  perhaps  not  be  continued  for  more 
than  four  days,  since  it  may  cause  severe 
gastrointestinal  symptoms  and  if  the  in- 


fection has  not  responded  to  it  in  that  period 
of  time  another  drug  should  be  used  any- 
way. 

If  the  urine  does  not  become  sterile  within 
a week  or  ten  days,  the  condition  is  probably 
not  one  of  simple  cystitis  but  involvement  of 
the  upper  urinary  tract  as  well  and  a com- 
plete study  should  be  done.  Plain  roentgen- 
ograms will  rule  out  the  possibility  of  stones 
and  intravenous  urograms  will  outline  the 
entire  collecting  system.  If  these  are  not 
diagnostic,  cystoscopy  and  retrograde  pyelo- 
ureterograms  should  be  done  as  soon  as  the 
acute  stage  has  subsided. 

Interstitial  cystitis  is  a condition  which 
deserves  separate  consideration.  It  begins 
insidiously  and  is  not  associated  with  pus  in 
the  urine.  It  was  first  described  by  Hunner 
in  1914  and  is  often  referred  to  as  Hunner’s 
ulcer,  panmural  cystitis,  interstitial  cystitis, 
submucous  fibrosis  or  elusive  ulcer  — elusive 
because  it  is  frequently  overlooked.  Its  exact 
cause  is  not  known  and  it  apparently  has  no 
relationship  to  any  other  disease.  Urine 
cultures  in  the  majority  of  cases  yield  ne- 
gative results.  We  have  repeatedly  removed 
section  from  involved  areas  for  pathologic 
study  and  these  have  shown  nothing  but 
chronic  inflammation.  The  condition  is  en- 
countered chiefly  in  women  during  the  child 
bearing  age.  The  symptoms  are  pain  and 
urinary  frequency.  The  pain  is  present  when 
the  bladder  is  full  and  relieved  when  it  is 
empty.  It  is  most  intense  in  the  suprapubic 
area  but  may  be  referred  to  the  back,  lower 
abdominal  quadrant,  thighs,  urethra,  labia 
or  rectum.  Some  patients  will  complain  of  a 
fairly  constant,  dull,  aching  sensation  chiefly 
in  the  suprapubic  area.  Because  of  this 
referred  pain  many  patients  have  been  sub- 
jected to  various  types  of  low  abdominal 
surgical  procedures.  Obviously,  these  pa- 
tients become  nervous  because  of  the  urgent 
necessity  to  urinate  making  it  impossible  for 
them  to  get  a sufficient  amount  of  rest.  They 
are  frequently  considered  psychoneurotic  and 
referred  for  psychiatric  therapy. 

Bladder  Capacity 

One  of  the  most  important  parts  in  the 
diagnosis  of  interstitial  cystitis  is  to  think 
of  it  as  a possible  cause  of  this  train  of 
symptoms.  The  bladder  capacity  will  be 
found  to  be  reduced  often  to  not  more  than 
3 or  4 ounces.  On  cystoscopic  examination 
ulcers  will  be  found  in  the  dome  of  the  blad- 
der in  a series  of  3,  4 and  5 running  like  an 
arch  toward  the  right  and  left  lateral  walls. 
If  ulcers  are  not  present,  careful  inspection 
of  the  dome  of  the  bladder  as  it  is  distended 
will  reveal  areas  of  submucous  fibrosis  which 
will  appear  pale  at  first  and  then  rupture 
giving  rise  to  a trickle  of  blood  from  the 
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ruptured  capillaries.  If  there  is  associated 
infection,  generalized  cystitis  may  over- 
shadow the  typical  lesions  so  that  they  are 
not  recognizable  during  this  period.  If  the 
symptoms  are  suggestive,  however,  the  blad- 
der should  be  carefully  examined  again  after 
the  inflammation  has  subsided.  Interstitial 
cystitis  is  probably  not  a predisposing  factor 
in  malignancy  nor  does  it  render  the  bladder 
immune  to  malignancy. 

In  the  differential  diagnosis  the  two  most 
important  diseases  are  diabetes  and  tuber- 
culosis. Neither  of  these  presents  any  par- 
ticular difficulty  since  appropriate  studies 
will  either  confirm  or  deny  their  existence. 

From  the  standpoint  of  treatment  a great 
many  things  have  been  tried.  The  various 
antibiotic  agents  are  of  no  value  unless  there 
is  an  associated  urinary  tract  infection. 
Vitamin  E in  large  doses  has  been  used 
because  of  its  possible  effect  on  scar  tissue 
and  more  recently  cortisone  has  been  em- 
ployed. The  former  is  apparently  of  no  value 
and  not  enough  patients  have  been  treated 
over  a long  enough  period  to  evaluate  the 
latter. 

Local  Treatment 

From  the  standpoint  of  local  treatment 
two  measures  are  indicated : 1 ) measures  to 
increase  the  capacity  of  the  bladder  and  2) 
those  designed  to  heal  the  ulcerated  areas. 
The  bladder  is  more  effectively  increased  by 
distintion  under  anesthesia  and  more  safely 
under  cystoscopic  vision.  An  effort  should 
be  made  to  distend  the  bladder  up  to  maxi- 
mum capacity  alone  sitting  although  in  many 
cases  with  extensive  fibrosis  this  cannot  be 
accomplished.  At  the  end  of  the  stretching 
the  ulcerated  areas  may  be  lightly  fulgurated 
with  the  high  frequency  current.  This  is  done 
after  the  stretching  rather  than  before  be- 
cause fulguration  may  weaken  the  bladder 
at  these  points  and  thus  predispose  to  rupture 
of  the  bladder,  which  is  known  to  have  oc- 
curred. Some  of  these  patients  can  be  suc- 
cessfully treated  in  the  earlier  stages  of  the 
disease  in  the  office.  Stretching  is  usually 
done  about  once  a week  until  the  maximum 
normal  bladder  capacity  is  reached.  More 
frequent  treatments  will  rarely  be  tolerated 
because  the  bladder  is  usually  sore  for  sev- 
eral days  after  it  is  stretched.  Cajandol  ins- 
tilled into  the  bladder  at  the  end  of  each 
treatment  will  considerably  relieve  the  sor- 
eness. 

If  we  are  correct  in  our  interpretation  of 
the  pathologic  process,  we  feel  certain  that 
segmental  resection  will  be  followed  by  dis- 
appointing results.  Presacral  neurectomy  is 
also  of  no  value.  Irradiation  is  contraindicat- 
ed because  of  its  tendency  to  increase  the 
fibrosis  as  well  as  the  bladder  discomfort. 


An  occasional  case  will  be  encountered  in 
which  the  entire  musculature  of  the  bladder 
has  been  replaced  by  scar  tissue  and  the 
bladder  capacity  almost  completely  obliter- 
ated. In  such  a case  the  urinary  stream 
should  be  diverted,  preferably  into  the  rec- 
tosigmoid. In  the  majority  of  cases  pain  is 
usually  relieved  after  the  urinary  stream 
has  been  diverted  so  that  removal  of  the 
bladder  is  not  necessary.  Whatever  etiologic 
factor  produces  the  scar  tissue  in  the  bladder 
wall,  once  it  occurs  it  is  permanent  and  these 
patients  should  never  be  considered  cured. 
The  majority,  however,  can  be  kept  relatively 
comfortable  if  the  bladder  capacity  can  be 
maintained  at  relatively  normal  levels. 
Stretching  should  be  done  at  whatever  in- 
terval indicated  in  the  individual  case  as  an 
office  procedure  or  under  anesthesia. 

Urelhral  CarSuinelle 

Caruncle  is  a most  commonly  encountered 
tumor  of  the  female  urethra  and  occurs  in 
both  married  and  unmarried  women,  chiefly 
those  past  50  years  of  age.  It  is  an  entirely 
inflammatory  lesion.  We  have  subjected 
many  of  these  tumors  to  pathologic  section 
and  have  never  found  any  showing  other 
than  chronic  inflammatory  reaction.  They 
probably  do  not  predispose  to  malignancy. 
On  the  other  hand,  every  caruncle  that  is 
removed  should  be  subjected  to  pathologic 
section,  since  carcinoma  can  develop  in  the 
same  area.  Its  location  is  chiefly  on  the 
floor  of  the  urethra  just  inside  the  external 
meatus.  It  is  usually  attached  by  a single 
base  and  protrudes  through  the  external 
oi  if  ice  as  a raspberry  like  mass.  The  ma- 
jority are  pedunculated  and  freely  movable. 
I he  usual  symptoms  are  pain,  which  is  exag- 
gerated by  motion  and  manipulation,  and  a 
blood  stained  urethral  discharge. 

From  the  standpoint  of  treatment  carun- 
cles fall  roughly  into  two  groups.  The  small 
asymptomatic  ones  may  be  left  alone;  the 
larger  ones  or  those  producing  symptoms 
should  be  removed  surgically.  Adequate  ex- 
posure to  the  base  of  the  caruncle  is  es- 
sential. This  may  be  obtained  by  retraction 
of  the  meatus  or  if  necessary  anterior  meato- 
tomy  may  be  performed.  Once  adequate  ex- 
posure has  been  obtained,  the  base  of  the 
tumor  may  be  seized  with  a fine  point  clamp, 
the  excess  cut  away  and  reserved  for  patho- 
logic section  and  the  clamp  touched  with  the 
high  frequency  current.  On  the  other  hand, 
the  cutting  current  from  the  electrosurgical 
unit  may  be  used  to  loop  off  the  mass  after 
which  the  base  is  treated  with  a coagulating 
current.  Whatever  method  employed  the 
tumor  must  be  completely  destroyed  if  re- 
currence is  to  be  prevented. 
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Prolapse  of  the  Urethra 

Prolapse  of  the  urethra  is  said  to  occur 
in  60  per  cent  of  cases  under  15  years  of  age. 
Most  of  those  seen  by  us,  however,  have  been 
in  women  usually  in  or  past  the  childbearing 
age.  The  predisposing  cause  is  most  likely  a 
congenitally  loose  attachment  of  the  urethral 
mucosa  to  its  supporting  structures.  The  ex- 
citing causes  are  usually  those  producing 
straining,  such  as  inflammatory  lesions  of 
the  bladder,  urethra  and  rectum,  labor  or 
constipation.  Some  develop  without  any  ap- 
parent reason.  The  prolapse  may  be  com- 
plete or  incomplete.  Usually  there  is  quite 
a large  herniated  mass  surrounding  the  area 
of  the  external  urethral  orifice.  Generally, 
constricted  by  the  external  urethral  meatus, 
it  rapidly  becomes  edematous  and  often  gan- 
grenous. The  clinical  manifestations  are  a 
painful  mass  in  the  vulva,  usually  a bloody 
discharge,  burning  and  frequently  difficulty 
in  urinating.  The  diagnosis  is  obvious  upon 
separation  of  the  vulva. 

Simple  Treatment 

In  the  majority  of  cases  of  urethral  pro- 
lapse, treatment  is  simple  and  satisfactory. 
The  few  cases  produced  by  acute  inflam- 
mation of  the  urethra  or  bladder  may  be 
satisfactorily  treated  by  reduction  of  the 
herniated  mass,  held  in  place  by  a retention 
catheter  for  a few  days  during  which  time 
the  acute  inflammatory  process  may  be 
cleared  up.  In  most  cases,  however,  circum- 
cision of  the  herniated  area  with  approxim- 
ation of  the  cut  margin  by  interrupted  catgut 
sutures  will  be  required.  In  an  occasional 
case  the  herniation  will  involve  the  trigone 
as  well  as  the  urethra  and  the  ureteric  ori- 
fices may  be  pulled  down  to  the  internal 
sphincteric  area  or  in  some  cases  into  the 
posterior  urethra  itself.  For  this  reason 
careful  panendoscopic  study  of  the  bladder 
and  urethra  should  be  done  in  all  cases  to  be 
certain  as  to  the  location  of  the  ureteric  ori- 
fices before  the  external  mass  is  excised.  If 
the  trigone  is  involved  and  the  ureteric  ori- 
fics  are  pulled  out  of  position,  the  suprapubic 
approach  must  be  utilized.  The  bladder  neck 
is  exposed  and  the  sliding  herniation  reduced 
by  upward  traction  and  held  in  place  by  at- 
taching the  bladder  neck  to  the  subpubital 
fascia  and  anterior  abdominal  wall.  Fortu- 
nately, however,  the  case  requiring  this  ap- 
proach will  not  frequently  be  encountered. 

Uretliral  Diverticulum 

Urethral  diverticula  develop  along  the 
floor  of  the  urethra  in  the  urethrovaginal 
septum.  The  majority  of  these  cases 
probably  have  their  origin  in  an  abscess  of 
the  submucosal  glands  in  this  area.  The 


symptoms  are  variable  and  intermittent,  and 
may  be  of  longstanding.  Frequency  and 
dysuria  are  common.  A painful  fluctuating 
mass  in  the  anterior  vaginal  wall  may  be 
large  enough  to  be  felt  by  the  patient  and 
produce  discomfort  on  sitting  or  walking. 
The  discharge  of  a quantity  of  cloudy  urine 
or  pus  at  the  end  of  urination  is  common. 
This  accounts  for  the  fact  that  the  voided 
urine  in  these  cases  is  purulent  while  the 
catheterized  urine  may  be  sterile  or  only 
slightly  infected.  This  finding  should  im- 
mediately lead  one  to  suspect  the  presence 
of  a pocket  communicating  with  the  urethra 
and  discharging  its  contents  into  the  canal 
during  the  act  of  urination.  Palpation  of  the 
floor  of  the  urethra  will  empty  the  contents 
of  the  sac  which  will  appear  at  the  meatus 
if  the  pocket  is  distal  to  the  external  sphinc- 
ter. Stone  formation  is  a common  complica- 
tion. Epithelioma  is  a possible  occurrence 
but  has  not  been  seen  in  any  of  the  cases 
coming  under  our  care.  The  diagnosis  is 
based  upon  the  history,  physical  examination 
and  panendoscopic  study  of  the  urethra, 
which  will  reveal  the  diverticular  opening. 
Plain  roentgenograms  should  be  made  to  rule 
out  stones  and  a urethrogram  to  visualize 
the  pocket.  Some  of  these  pockets  are  quite 
large  and  occasionally  one  will  dissect  around 
almost  the  entire  circumference  of  the 
urethra. 

The  treatment  of  urethral  diverticula  is 
surgical ; the  entire  sac  is  dissected  out  and 
the  urethra  closed  in  layers.  A retention 
catheter  is  left  in  place  for  a week  to  ten 
days.  Diversion  of  the  urinary  stream 
through  suprapubic  cystostomy  is  not  neces- 
sary. 

Summary 

The  anatomic  relationship  of  the  female 
urethra  to  the  female  generative  organs 
renders  it  susceptible  to  inflammation  and 
trauma,  which  represent  the  essential  etio- 
logic  factors  for  most  urethral  diseases. 
Among  the  more  common  minor  lesions  af- 
fecting the  female  urethra  and  bladder  are 
chronic  urethritis,  simple  cystitis,  interstitial 
cystitis,  urethral  caruncles,  urethral  prolapse 
and  urethral  diverticula.  These  conditions 
cause  more  discomfort  to  women  than  is 
generally  appreciated.  For  this  reason,  they 
should  be  considered  in  the  differential  diag- 
nosis of  all  complaints  referable  to  the  lower 
urinary  tract.  Prompt  treatment  in  most 
cases  will  yield  satisfactory  results. 

References 

1.  Hunner,  G.  L. : Chronic  urethritis  and  chronic  ureteritis 
caused  by  tonsillitis.  J.  A.  M.  A.  56:937-941  (June)  1911. 

2.  Winsbury- White,  H.  P. : The  spread  of  infection  from  the 
uterine  cervix  to  the  urinary  tract  and  the  ascent  of  infection 
from  the  lower  urinary  tragt  to  the  kidneys  (Hunterian 
lecture.)  Brit.  J.  Urol.  5:249-267  (Sept.)  1933. 


APRIL,  1954 


SOUTHWESTERN  MEDICINE 


Page  167 


The  Use  of  Metallic  Sutures* 


By  Gerald  A.  Slusser,  M.  D.,  Artesia,  N.  M. 


The  use  of  metallic  sutures  is  not  new, 
gold  wire  being  used  as  early  as  1628.  Lead, 
iron  and  silver  sutures  have  also  been  used 
since  early  in  the  19th  century.  Babcock  (7) 
to  whom  we  owe  much  and  his  co-workers 
(8,  9,  12)  have  made  exhaustive  studies  on 
the  use  of  metallic  sutures,  particularly  in 
the  use  of  18-8  allegheny  steel. 

The  following  review  of  439  cases  over 
the  past  four  years  is  certainly  not  to  be 
compared  with  the  20,000  cases  in  which 
stainless  steel  wire  has  been  used  at  Temple 
University  Hospital  but  rather  to  re-affirm 
its  particular  advantages  and  to  present 
further  statistical  evidence  for  the  more 
universal  acceptance  of  this  versatile  suture 
material. 

In  this  series  there  is  a total  of  439  cases 
which  can  be  divided  as  follows : 


ABDOMINAL 

Appendectomies 

Cholecystectomies 
(3  cholecystogastrotomies 

Gastrectomies  

Perforated  gastric  ulcers--- 

Intestinal  resections 

Volvulus 

Laporotomies 

Hernia  

G.  U.  OB  & Gyn 

Caesarian  Section 

Hysterectomies  

Uterine  Suspension 

Prostatectomy  

Nephropexy  

Vaicocoele  

Vesico-vaginal  fistula 

Ureterotomy  

Cystectomy  

Nephrectomy  

OTHERS 

Thoracoplasty  

Arthrotomy  

Open  reduction  of  fracture-- 

Thyroidectomy 

Radical  Mastectomy 

Miscellaneous  


99 

31 

7 

5 

3 

2 

60 

56 

Sub  total  263 

25 

60 

20 

11 

5 

3 
1 
2 
1 

4 

Sub  total  132 

2 

2 

15 

16 
3 

6 Sub  total  44 


TOTAL  439 

In  this  series  there  has  been  only  one 
wound  evisceration  which  occurred  in  a 
seven  month  old  infant  weighing  only  seven 
pounds.  There  was  no  evidence  of  wound 
healing  at  all  and  subsequent  resuturing  with 
figure  of  eight  Surgaloy  sutures  resulted  in 
adequate  closure. 

Hernia  Case 

In  an  incisional  hernia  which  resulted 
following  closure  with  Tantalum  sutures, 
repair  of  the  hernia  revealed  that  there  was 

* Presented  at  meeting  of  the  New  Mexico  Chapter  of.  The 
Southwestern  Surgical  Congress. 


no  defect  in  the  scar  but  that  the  fascia  had 
thinned  out  to  such  an  extent  that  it  could 
no  longer  contain  the  viscera.  Repair  was 
accomplished  with  Tantalum  gauze  with  no 
recurrence  to  date. 

There  have  been  perhaps  three  wound 
infections  in  the  series  and  in  all  of  these 
the  fascial  closure  remained  intact. 

Wound  dehiscence  has  been  given  as  two 
per  cent  (18)  by  various  authors.  In  our 
series  if  one  includes  only  the  first  two 
groups  of  cases  in  Table  I the  incidence  of 
wound  separation  is  only  0.25  per  cent  or 
less  than  0.6  per  cent  if  one  includes  the  in- 
cisional hernia.  This  is  comparable  to  results 
quoted  by  Nichols  (18)  and  others.  It  is 
perhaps  more  significant  because  of  the  fact 
that  a considerable  number  of  cases,  in  none 
of  which  was  there  a wound  separation,  were 
not  included  in  this  series  for  various 
reasons. 

Babcock  and  his  associates  have  used 
stainless  steel  wire  in  many  different  types 
of  cases.  In  over  2,000  cases  in  which  wire 
was  used  exclusively  there  was  only  one  se- 
paration which  occurred  in  an  emaciated  old 
man  with  advanced  malignancy. 

Advantages  of  wire  sutures  are : 

1.  Marked  reduction  of  wound  infections 
and  dehiscence. 

2.  More  rapid  healing  with  earlier  am- 
bulation and  less  tenderness. 

3.  Elimination  of  “stitch  abscesses.” 

4.  Improved  cosmetic  result. 

5.  Increased  safety  with  infected  or  po- 
tentially contaminated  wounds. 

6.  Stronger  wounds. 

Disadvantages  are : 

1.  Slower  operating  time. 

2.  Occasional  post  operative  discomfort. 

3.  Possible  carcinogenises. 

Discussion 

Abdominal  wounds  were  closed  in  these 
cases  with  chronic  catgut  in  the  peritoneum 
and  the  fascia  with  interrupted  “small  bite” 
figure  of  eight  sutures  of  3-0  multifilament 
Surgaloy  or  Tantalum.  Plain  O or  OO  cat- 
gut was  used  in  the  superficial  fascia  and  a 
continuous  end-on  mattress  suture  of  5-0 
multifilament  Surgaloy.  Of  late  4-0  Surgaloy 
has  become  available  and  is  a better  size  to 
use  in  the  skin. 

Stitch  abscesses  are  unknown  and  there 
is  a remarkable  freedom  of  “cross-hatching” 
in  the  skin  if  the  sutures  are  not  drawn  too 
tightly. 

Both  braided  Tantalum  and  twisted  mul- 
tifilament Surgaloy  have  been  used  in  this 
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series.  The  cost  of  monofilament  stainless 
steel  wire  was  (1947)  about  25c  per  100  ft. 
as  compared  to  $8.54  for  Tantalum.  It  is 
also  about  35  per  cent  stronger,  having  a 
tensile  strength  of  6 to  6 1/2  lbs.  for  both  mono 
and  multifilament  as  compared  to  three  lbs. 
for  monofilament  for  four  lbs.  for  multi- 
filament  Tantalum  in  the  same  size.  The 
strongest  suture  line  is  obtained  by  inter- 
rupted small  bite  sutures  loosely  tied  (12). 

Of  particular  use  in  difficult  closures  of 
contaminated  abdominal  wounds  is  the  large 
interrupted  figure  of  eight  sutures  encom- 
passing the  entire  thickness  of  the  abdominal 
wall.  The  sutures  are  placed  through  the 
fascia  and  peritoneum— crossed  and  brought 
out  through  the  skin.  Hemostats  are  applied 
to  each  end  of  the  sutures  and  all  are  drawn 
up  at  once  and  tied  individually.  Many  dif- 
ficult closures  are  thus  rendered  compara- 
tively easy. 

Hernias 

Hernias  are  generally  repaired  by  a mo- 
dified Halstead  or  Bassini  technique  using 
3-0  Surgaloy  in  the  reconstruction  and  5-0 
Surgaloy  in  the  skin.  If  the  defect  is  large 
or  the  supporting  structures  weak  especially 
in  ventral  hernias  100  mesh  Tantalum  or 
Surgaloy  screen  is  incorporated  in  the  repair. 
The  Tantalum  screen  is  less  malleable  than 
Surgaloy  and  will  often  fracture  from 
“metal  fatigue”  but  this  does  not  seem  to 
affect  the  strength  of  the  repair  or  cause 
discomfort.  In  the  56  cases  repaired  by  one 
or  the  other  of  these  methods  there  have 
been  no  recurrences.  Laborers  are  generally 
able  to  return  to  work  in  three  or  four  weeks. 

Tendon  repairs  are  probably  best  repair- 
ed by  Bunnells  “pull-out  wire  suture”  al- 
though we  have  repaired  many  using  a very 
fine  Tantalum  or  Surgaloy  suture  in  the 
tendon  with  entirely  satisfactory  results. 

Metallic  sutures  have  been  discontinued 
in  peri-neorraphies  because  of  the  occasional 
discomfort  although  it  can  be  used 
successfully  if  care  is  used  not  to  place  the 
suture  too  close  to  the  vaginal  mucosa. 

In  thoracic  surgery  Belsey  (1)  has  shown 
that  there  is  a decrease  in  the  incidence  of 
fistulae  following  closure  of  the  bronchus 
with  stainless  steel  rather  than  silk. 

In  plastic  surgery  and  the  repair  of  facial 
wounds  the  use  of  fine  stainless  steel  sutures 
gives  definitely  superior  cosmetic  results 
with  more  rapid  healing. 

In  orthopedic  surgery  sutures  may  be  left 
under  casts  for  considerable  periods  of  time 
without  tissue  reaction  or  rejection  of  su- 
tures. 

In  gastro-intestinal  surgery  fine  stainless 
steel  sutures  have  been  used  with  apparently 
improved  healing  and  fewer  complications. 


While  the  ideal  suture  material  has  not 
yet  been  devised,  i.  e.,  one  that  would  com- 
pletely dissolve  at  an  appropriate  time  in- 
terval without  loss  of  strength  or  tissue 
reaction  in  the  interim,  18-8  allegheny 
stainless  steel  and  Tantalum  do  have  certain 
advantages  over  older  suture  materials  that 
warrant  re-evaluation  of  certain  commonly 
accepted  surgical  suture  materials.  I do  not 
believe  that  sufficient  emphasis  has  been 
placed  on  the  part  tissue  reaction  plays  in 
wound  strength  and  healing  in  spite  of  the 
amount  of  study  that  has  been  done. 

In  non-infected  tissues  there  is  still  a 
certain  amount  of  tissue  resentment  to  all 
but  metallic  sutures.  In  infected  wounds  tis- 
sues in  general  “ignore  stainless  steel,  resent 
catgut  and  reject  silk  or  cotton  (1)”. 

Summary 

We  have  reviewed  439  cases  in  which 
metallic  sutures  have  been  used  and  in  which 
the  incidence  of  wound  separation  is  less 
than  1 per  cent. 

The  advantages  of  metallic  sutures  are. 

I.  Reduction  of  wound  infections  and  se- 
parations. 

More  rapid  healing  with  stronger 
wounds. 

3.  Elimination  of  stitch  abscesses. 

4.  Improved  cosmetic  results. 

5.  Better  healing  of  infected  or  contamin- 
ated wounds. 

The  disadvantages  are  minimal.  The  uses 
of  metallic  stutures  in  various  fields  have 
been  outlined  and  finally  a plea  has  been 
made  for  more  widespread  use. 

Grateful  acknowledgement  is  made  to 
Dr.  R.  E.  Watts  of  Silver  City,  New  Mexico, 
for  many  of  the  cases  in  this  paper  which 
were  operated  by  both  of  us. 
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El  Paso  General  Hospital 


Frederick  P.  Bornstein,  M.  D.,  Editor 
Case  No.  A-198 

Presentation  of  Case  By  Kenneth  Deets,  M.  D. 


This  was  the  first  El  Paso  General  Hos- 
pital admission  for  this  40-year-old  white 
female  who  had  a right  radical  mastectomy 
in  another  city  two  years  ago  for  “cancer  of 
the  breast.”  (Admission  date  to  this  hospital 
11-13-53).  The  operation  was  followed  by 
irradiation,  both  to  the  operative  site  and 
over  the  abdomen — apparently  castration. 
She  made  an  uneventful  recovery  and  was 
apparently  well  until  five  months  prior  to 
admission  when  she  noticed  the  onset  of 
frequent  frontal  headaches,  which  were 
constant  and  non-radiating.  These  headaches 
disappeared  spontaneously  after  about  one 
month,  and  she  was  again  asymptomatic 
until  three  months  ago,  when  she  began 
having  a different  type  headache.  This  time 
the  pain  was  throbbing  in  character  and  she 
hurt  in  the  occipital  region  and  in  the  back 
of  the  neck,  and  often  in  the  muscles  of  her 
shoulders.  Aspirin  afforded  practically  no 
relief  and  in  the  hospital  even  morphine  and 
demerol  did  not  completely  relieve  the  pain. 
This  pain  persisted  more  or  less  constantly, 
and  increased  in  severity  up  until  her  ad- 
mission. During  the  three  months  prior  to 
admission  she  also  had  episodes  of  dizzy 
spells  (not  true  vertigo,)  accompanied  by 
vomiting,  blurring  of  vision  and  tinnitus. 
There  was  no  history  of  weight  loss,  respir- 
atory distress,  or  cough.  She  had  had  noct- 
uria one-two  times  a night  for  four  months 
prior  to  admission,  but  had  had  no  urgency, 
frequency,  hematuria,  dysuria,  or  pyuria. 
She  had  not  menstruated  since  her  irrad- 
iation. Rest  of  systemic  review  was  negative. 
The  patient  was  seen  by  a local  medical  doc- 
tor three  weeks  prior  to  admission,  and  was 
normotensive  at  that  time. 

Physical  Examination 

Physical  examination  revealed  a well 
nourished  and  developed  white  female,  who 
did  not  appear  chronically  ill,  but  who  was 
quite  obviously  in  considerable  pain.  Blood 
pressure:  170/120;  Pulse  84;  Respiration  20. 
Skin : The  mastectomy  scar  was  well  healed, 
and  there  was  no  evidence  of  local  recur- 
rence. Eyes:  prominent  eyes,  but  not  defin- 
itely exophthalmic.  Pupils  reacted  to  light 
and  accommodation ; there  was  one  fresh 
hemorrhage  in  each  eye  ground  with  slight 
A-V  nicking.  Both  discs  were  slightly  blur- 
red, more  so  on  the  right.  ENT:  negative. 
Neck:  slightly  stiff,  with  some  tenderness  in 


upper  nape  of  neck,  and  across  lower  oc- 
cipital region.  Head  held  in  flexed  attitude, 
and  neck  movements  restricted. 

Lymphnodes : no  significant  lymphade- 
nopathy.  Heart:  apex  beat  in  sixth  inter- 
costal space  at  the  midclavicular  line. 
Rhythm  regular.  No  murmurs.  Breast  : right 
breast  absent.  No  abnormal  masses  in  left 
breast.  Lungs : clear  to  percussion  and  aus- 
cultation. Abdomen:  small  umbilical  hernia. 
Liver  down  two  fingerbreadths  at  the  mid- 
clavicular  line.  The  edge  was  smooth  and 
tender,  and  not  nodular.  Genitalia:  essent- 
ially negative  except  for  a profuse  discharge 
with  a foul  odor.  Rectal : negative.  Neurol- 
ogical : cranial  nerves  grossly  intact.  DTR’s 
slightly  hyperactive,  but  equal  bilaterally. 
Superficial  reflexes  intact.  No  pathological 
reflexes.  Good  bilateral  motor  strength. 

Laboratory 

Laboratory  work:  CBC:  R.  B.  C:  5.15 
million;  W.B.C. : 12,350;  Hb:  16.7.  Differ- 
ential: 1 Baso,  1 Stab.,  64  segs.,  55  lymphs. 
9 monos.  Urinalysis  (Cath.) — Sp.  Gr:  1.009; 
Alb.  negative;  Sugar:  trace;  W.  B.  C.: 
1-2/HPF:  RBC:  3-4/HPF.  Lumbar  punct- 
ure: (Done  11-14-53):  Pressure  180  mm; 
Clear  fluid;  7 WBC’s,  all  lymphs;  Prot:  71 
mgs.  per  100  cc ; Sugar : 69  mgs.  per  100  cc ; 
Cl  610  mgs.  per  100  cc.  B.  U.  N : 15  mgs. 
per  100  cc. 

Sed.  rate  (corrected)  : 28  MM/hour.  He- 
matocrit: 42  per  cent;  urine  cone,  test:  Pt. 
concentrated  to  1.016;  PSP:  49  per  cent  ex- 
cretion in  2 hours.  Kahn:  negative. 

Electrocardiogram : Low  voltage  EKG 
with  minor  St.  changes,  but  nothing  of  hy- 
pertensive cardiovascular  disease. 

X-Rays  (Vincent  M.  Ravel,  M.D.)  : Chest: 
negative  for  evidence  of  metastasis.  Skull : 
changes  in  the  sella  consistent  with  increased 
intracranial  pressure.  Pneumoencephalo- 
gram : incomplete  filling  of  ventricular 

system  suggestive  of  a posterior  fossa  lesion, 
midline. 

Course  in  Hospital 

The  patient  was  started  in  Raudaxine 
and  Apriscoline,  and  the  blood  pressure  came 
down  to  between  130/80  and  150/80,  but 
the  severe  occipital  headaches  persisted.  She 
was  seen  on  11-23-53  by  the  neurosurgeon, 
who  recommended  pneumocephalogram.  This 
was  done  on  the  morning  of  the  24th.  At 
this  time  the  spinal  pressure  was  100  mm. 
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and  the  protein  was  92  mgs.  per  100  cc.  45  cc. 
of  fluid  was  removed.  At  7:15  P.  M.  the 
intern  on  duty  was  called  to  see  the  patient 
because  of  very  severe  headache.  At  that 
time  the  blood  pressure  was  240/120  and 
pulse  and  respiration  were  not  abnormal. 
Five  minutes  later,  the  patient  sat  up  in 
bed,  again  complaining  of  headache,  and 
quit  breathing.  When  the  intern  arrived,  a 
very  weak  pulse  was  still  present,  but  this 
vanished  almost  immediately.  Patient  ex- 
pired on  the  eleventh  hospital  day. 

Differential  Diagnosis 
J.  Edward  Stern,  M.  D. 

It  is  hoped  that  these  remarks  will  not 
be  misconstrued.  There  are  instances  in 
which  it  is  relatively  easy  to  reconstruct  a 
situation  after  the  event  and  to  arrive  at  a 
satisfactory  retrospective  diagnosis,  but  in 
which  the  evolution  of  the  problem  is  very 
confusing.  Particularly  is  this  likely  to  be 
true  if,  in  a case  like  the  present  one,  it  is 
suspected  that  essential  arterial  hyperten- 
sion is  undergoing  malignant  arterionecro- 
sis.  Parenthetically,  it  should  be  mentioned 
that  another  medical  condition,  polycythemia 
vera,  can  produce  signs  closely  assimilating 
brain  tumor  with  focal  lesion  and  with  pa- 
pilledema. 

The  frontal  headache  in  the  present  case 
may  be  nondescript  or  related  to  an  early 
increase  of  pressure  in  the  ventricular  sys- 
tem as  the  result  of  beginning  obstruction 
in  the  fourth  ventricle.  The  occipital  head- 
ache in  the  present  case  seems  referable  to 
a lesion  of  the  posterior  cranial  fossa. 

The  fourth  ventricle  may  be  compromised 
by  any  space-occupying  lesion  in  the  pos- 
terior cranial  fossa  such  as  primary  neo- 
plasm. Examples  include:  Medulloblastoma 
vermis,  which  seeds  the  subarachnoid  spa- 
ces, producing  implants  and  a pleocytosis ; 
astrocytoma,  sometimes  cystic,  of  a cerebel- 
lar hemisphere ; papilloma  or  carcinoma  of 
the  choroid  plexus ; cerebellopontine  angle 
tumor;  a spongioblastoma  unipolare  of  the 
pons,  sometimes  referred  to  under  the  de- 
ceptively benign  name  of  hypertrophy  of  the 
pons ; a metastatic  neoplasm ; a tuberculoma ; 
infestations  like  cysticercosis ; obscure  dis- 
orders like  serous  meningitis  (serous  cyst) 
of  the  posterior  cranial  fossa. 

The  syndrome  of  the  fourth  ventricle  in- 
cludes choked  discs,  often  early  and  fre- 
quent ; rigidity  of  neck  and  fixed  position  of 
the  head  (perhaps  to  promote  circulation  of 
the  cerebral  spinal  fluid,  perhaps  to  relieve 
intense  pain)  vertigo  and  vomiting,  espe- 
cially on  changing  of  position  of  the  head, 
Brun’s  sign ; and  absence  of  localizing  signs. 
Other  syndromes  of  the  posterior  cranial 


fossa  have  neighborhood  signs  referable  to 
the  vermis  and  cerebellar  hemispheres,  the 
pons  and  medulla ; cranial  nerves  V through 
XII,  the  pyramids  and  sensory  tracts;  and 
autonomic  tracts  resulting  in  such  syndromes 
as  vomiting,  changes  in  pulse  rate  and  blood 
pressure,  glycosuria,  and  Bernard-Horner 
syndrome. 

Progressive  increase  of  arterial  blood 
pressure  goes  with  progressive  increase  of 
intracranial  pressure.  Diastolic  blood  pres- 
sure must  exceed  the  intracranial  pressure 
if  cerebral  circulation  is  to  continue.  The 
regulation  of  these  relationships  depend  upon 
blood  carbon  dioxide  levels,  the  carotid  sinus 
nerves  and  the  aortic  nerves. 

In  recording  the  pressure  of  the  cerebral 
spinal  fluid,  position  of  the  patient  should 
always  be  mentioned.  In  a recumbent  pos- 
ition the  upper  limit  of  the  initial  pressure 
is  at  approximately  150  mm.  of  fluid.  In  a 
sitting  position  the  upper  limit  is  in  the 
range  of  250  mm.  of  fluid  or  a level  not  ex- 
ceeding that  of  the  lateral  ventricle.  Since 
the  entire  spinal  subarachnoid  system  con- 
tains only  30  or  40  cc.  of  fluid,  a severe  drop 
in  pressure  after  draining  should  seriously 
arouse  a suspicion  of  a block.  The  value  of 
the  Queckenstedt  test  in  the  diagnosis  of 
spinal  block  should  not  be  overlooked. 

Herniation  of  the  cerebellar  tonsils  causes 
sudden  compression  of  the  brain  stem  and 
its  vital  centers.  This  produces  an  acute 
pathologic  picture  which  in  some  ways  re- 
sembles the  chronic  picture  of  the  Arnolcl- 
Chiari  malformation.  Herniation  of  the  tem- 
poral unci  through  the  tentorium,  a tentorial 
pressure  cone,  also  results  in  compression 
of  the  brain  stem.  Nowadays  surgical  search 
for  a single  large  metastasis  is  considered 
good  practice.  If  unsuccessful,  little  or  noth- 
ing has  been  lost.  If  successful,  a good  deal 
may  be  gained. 

It  seems  very  unlikely  that  the  present- 
ing picture  is  that  of  a vascular  lesion  at  the 
posterior  cranial  fossa.  Much  more  likely 
is  the  presence  of  a space  taking  lesion.  Of 
the  various  space  taking  lesions  already 
mentioned,  for  statistical  reasons  only,  one 
must  favor  a metastasis  to  the  posterior 
cranial  fossa  from  a previous  cancer  of  the 
breast. 

Clinical  Diagnosis 

Metastatic  carcinoma  of  the  brain. 

Dr.  J.  Edward  Stern’s  Diagnosis 

1.  Metastasis  to  the  region  of  the  fourth 
ventricle  with  or  without  hemorrhage 
or  edema  into  it. 

2.  Herniation  of  the  cerebellar  tonsils 
through  the  foramen  magnun. 

3.  Compression  of  the  medulla. 
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Anatomical  Diagnosis 

1.  Carcinoma  of  the  breast,  right  (sur- 
gically removed) 

2.  Metastatic  carcinoma  of  cerebellum. 

3.  Cerebral  edema. 

Pathological  Discussion 
Frederick  P.  Bornstein,  M.  I). 

On  autopsy  we  found  the  body  of  an  eld- 
erly Mexican  woman  measuring  165  cm.  in 
length  and  weighing  65  kgm.  The  right 
breast  was  absent  and  there  was  a typical 
radical  mastectomy  scar.  The  examination 
of  the  organs  of  the  chest  and  abdomen  was 
essentially  negative  and  no  evidence  of 
tumor  metastasis  was  found.  The  brain  was 
removed  in  the  usual  manner.  The  brain 
was  extremely  edematous  and  the  gyri  of  the 
hemispheres  were  flattened  out  completely. 
The  cerebellum  was  removed  with  some  dif- 
ficulty. The  right  hemisphere  of  the  ce- 
rebellum was  especially  edematous  and  part 
of  the  anterior  and  posterior  quadrangular 
lobe  showed  replacement  of  cerebellar  tissue 
by  yellowish  gray  tumor  tissue  and  an  area 
measuring  approximately  3x3x4  cm.  On 
microscopic  examination  an  adenocarcinoma 
was  found  of  a type  compatible  with  a pri- 
mary lesion  in  the  breast. 


These  anatomical  findings  correlate  well 
with  the  clinical  findings  as  discussed  by 
Dr.  Stern.  It  is  possible  that  the  encephal- 
ogram with  the  accompanying  block  of  spinal 
fluid  precipitated  the  terminal  episode. 

It  is  interesting  to  note  that  this  re- 
presents the  only  metastasis  found.  Of  au- 
topsies of  forty-five  carcinomas  of  the  breast 
examined  by  Willis  brain  metastases  were 
found  in  seven  cases.  Usually  metastases  are 
multiple  and  found  in  other  organs  too. 
However,  cases  of  single  metastasis  to  the 
brain  from  carcinoma  of  the  breast  have 
been  reported  in  literature. 

Considerating  the  respective  size  of  ce- 
rebrum and  cerebellum,  it  is  not  surprising 
that  most  metastases,  statistically  speaking, 
are  found  in  the  large  hemisphere.  It  is  also 
interesting  to  note  that  of  the  tumors  which 
produce  metastases  in  the  brain  the  most 
frequent  ones  are  breast,  lung  and  kidney  in 
the  order  enumerated. 

In  summary  this  represents  the  history 
of  a woman  who  developed  symptoms  of  a 
space  occupying  lesion  in  the  posterior  fossa 
two  years  after  a radical  mastectomy  for 
carcinoma  of  the  breast.  The  lesion  found 
in  the  cerebellum  represents  the  only  me- 
tastasis present  at  the  time  of  death. 


facts 


• Morgan 

. . . cathartics  are  too  frequently 
resorted  to,  with  the  result  that 
habitual  constipation  is  established. 

• U.  S.  Dispensatory 

Bile  has  a mild  laxative  action  . . . 

• Lichtman 

Bile  may  be  considered  a 

physiologic  laxative. 


. . . evacuation  without  habituation 


DOXYCHOL-K 


Samples  from  Geo.  A.  Breon  & Co., 
1450  Broadway,  New  York  18,  N.  Y. 
Each  tablet  contains  Ketocholanic  acids 
(3  grs.)  and  Desoxycholic  acid  (1  gr.). 


• Morgan,  W.G.:  Tice  Practice  of  Medicine, 
W.F.  Prior  Co.,  Vol.  7,  1944,  p.670. 

• U.S.  Dispensatory,  24th  ed.:  807(1947). 

• Lichtman,  S.S,:  Diseases  of  the  Liver, 
Gallbladder  and  Bile  Ducts,  ed.  2, 

Phi  la.,  Lea  & Febiger,  1949,  p.963. 
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The  Window  Operation  in  Sterility 

(With  Report  of  a Successful  Case) 

By  Bucky  Lee  Burditt,  M.  D.,  Del  Rio,  Texas 


Mrs.  G.  A.  J.,  nulliparous  Anglo-American, 
age  28,  came  to  me  January  10,  1949,  stating 
that  she  had  been  married  since  1945  and  had 
been  unable  to  become  pregnant.  The  Rubin 
test  was  negative  for  the  passage  of  air 
through  the  fallopian  tubes,  even  though  the 
carbon  dioxide  pressure  in  millimeters  of 
mercury  was  finally  put  as  high  as  two- 
hundred.  Neoiopax  10  cc.  injected  under 
carbon  dioxide  pressure  through  a cervical 
cannula  resulted  in  right  lower  abdominal 
quadrant  pain  over  the  area  of  the  right 
tube.  Anteroposterior  x-rays  taken  at  this 
time  revealed  both  tubes  to  be  ballooned  out 
and  no  dye  in  the  pelvis  outside  the  tubal 
areas.  Complete  blood  count,  urinalysis  and 
BMR  were  normal.  The  patient  was  blood 
type  4-0,  Rh  negative,  and  physically  she 
was  in  good  health.  There  was  no  history  of 
pneumonia,  prolonged  fevers,  peritonitis,  or 
salpingitis.  Her  husband  had  a normal  sperm 
count  and  the  spermatozoa  were  normal  in 
appearance  and  normally  motile.  The  pa- 
tient was  sent  to  Dr.  Asa  Newsom  in  Dallas, 
who  performed  confirmatory  studies  on  the 
patient  and  she  was  pronounced  definitely 
sterile  by  his  clinic. 

Pelvic  Laparotomy 

On  February  4,  1949,  a pelvic  laparotomy 
was  done  under  spinal  anesthesia.  The  uterus 
was  found  to  be  normal  in  size,  position  and 
appearance ; both  tubes  were  enlarged,  their 
distal  two-thirds  to  a diameter  of  IV2  inches 
at  the  fimbriated  ends.  The  ovaries  were 
bound  down  with  adhesions  to  the  fimbriated 
ends  of  the  tubes,  as  is  commonly  seen  in 
chronic  pelvic  inflammatory  disease.  A one 
inch  circular  window  flap  was  cut  in  each 
tube  and  the  flaps  sewed  to  the  ovary.  An 
attempt  was  made  to  inject  saline  through 
a cannula  into  the  tubes,  to  see  if  it  would 
pass  into  the  uterus,  but  it  would  not  pass  on 
either  side.  The  assumption  was  that  the 
operation  would  be  a failure,  and  an  appen- 
dectomy was  performed  and  the  celiotomy 
incision  closed.  The  post-operative  course 
was  smooth  and  the  patient  was  sent  home 
on  the  seventh  day  following  surgery.  She 
was  told  that  it  was  probable  that  she  would 
never  become  pregnant  but  that  she  should 
keep  on  having  hopes  that  possibly  the  tubes 
would  finally  open. 

The  patient  was  seen  twice  in  1951  with 
bilateral  inflammation  of  the  tubes  and  mo- 
derate vaginal  discharge.  She  was  treated 
for  7 days  each  time  with  aureomycin,  250 
mgms.  q.i.d..  This  may  in  my  mind  have 


cleared  the  P.  I.  D.  up  enough  to  have  opened 
one  of  the  fallopian  tubes. 

On  Nov.  20,  1951,  she  came  to  me,  three 
months  pregnant.  Her  last  menses  was  Oc- 
tober 3,  1951,  and  calculated  due  date  was 
July  9,  1952.  On  July  14,  1952,  the  patient 
was  delivered  of  a nine  pound  boy  in  good 
health  and  normal  in  all  respects.  The  mother 
had  a normal  antepartum,  intrapartum  and 
postpartum  course.  Delivery  was  with  saddle 
block  anesthesia  and  outlet  forceps.  No  pre- 
medication was  given  during  labor  for  fear 
of  producing  fetal  anoxia. 

Summary 

An  interesting  problem  is  presented,  that 
of  a case  of  pelvic  inflammatory  disease  of 
unknown  origin,  resulting  in  sterility.  A 
window  operation  on  both  tubes  was  per- 
formed as  a hope,  but  this  hope  was  gone 
when  no  saline  passed  through  the  tubes  at 
the  operating  table.  Subsequently  tubal  in- 
flammation recurred  twice  in  four  months 
beginning  two  years  after  surgery.  This  was 
treated  with  aureomycin  and  the  patient 
became  pregnant  approximately  thirty-one 
months  after  the  initial  surgical  procedure. 

Discussion  and  Conclusions 

This  interesting  case  is  presented  because 
I believe  it  is  the  fourth  reported  succssful 
case  of  its  type  in  the  literature.  I do  not 
believe  that  the  window  operation  would 
have  been  a success  had  not  the  patient  been 
given  aureomycin  for  recurrent  pelvic  in- 
flammation a little  over  two  years  after  the 
definitive  surgery. 


Why  the  Private  Practice  . . . 

(Continued  from  Page  161) 

of  political  control.  American  health  must 
stay  in  the  hands  of  a free  American  people. 
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Texas  Medical  Technologists  to  Meet  in  El  Paso  April  22-24 


The  twenty-second  annual  convention  of 
the  Texas  Society  of  Medical  Technologists 
will  be  held  in  El  Paso,  Texas,  April  22  to 
24,  with  headquarters  in  the  Hotel  Cortez. 
Subjects  and  the  speakers  are  as  follows: 

“Medical  Photography  in  a Small  Hospi- 
tal,” Frederick  Bornstein,  M.D.,  Pathologist, 
El  Paso  General  Hospital  and  Providence 
Memorial  Hospital  of  El  Paso.  “A  Modified 
Paper  Disc  Technique  for  Bacterial  Sensit- 
ivity Testing  with  Antibiotic  Combinations,” 
Miss  Bobbie  Cook,  Medical  Technologist, 
American  Society  of  Clinical  Pathologists, 
Dallas. 

“Public  Relations,  Good  and  Bad,”  Mr. 
Chris  P.  Fox,  Vice-President,  State  National 
Bank,  El  Paso,  Texas.  “The  Cytologic  Diag- 
nosis of  Cancer,”  John  B.  Freric-hs,  M.  D., 
Pathologist,  Veterans  Administration  Hospi- 
tal, San  Francisco.  “Serological  Tests  for 
Diseases  Other  Than  Syphilis,”  Ruth  Guy, 
Ph.  D.,  Assistant  Clinical  Professor  of  Bac- 
teriology, Southwestern  Medical  School,  Dal- 
las, Texas. 


“Chemical  and  Clinical  Aspects  of  the 
Protein  Bound  Iodine  Determination,”  Jesse 
A.  Hancock,  Ph.  D.,  Department  of  Chem- 
istry, Texas  Western  College,  El  Paso,  and 
Jack  Postlewaite,  M.  D.,  El  Paso.  “Recent 
Advances  in  Bacteriology”  (Report  from 
the  Sixth  International  Microbiological  Con- 
gress held  in  Rome,  Italy,  September  6, 
1953.)  “Problems  in  Tropical  Diseases — 
New  Guinea,  Philippines  — From  a Labor- 
atory Viewpoint,”  Dwight  M.  Kuhns,  Colonel, 
M.  C.,  Office  of  the  Chief,  Pathology  and 
Allied  Sciences  Consultant,  Washington,  D.C. 

“Hematological  and  Other  Laboratory 
Findings  in  Collagen  Disease  with  Special 
Reference  to  Lupus  Erythematosus  and  L.  E. 
Phenomena,”  0.  0.  Williams,  M.  D.,  Pathol- 
ogist, St.  Joseph’s  Hospital,  Phoenix.  “The 
Curriculum  of  Schools  of  Medical  Technol- 
ogy,” panel  discussion  composed  of  Dr.  Wil- 
liams, Dr.  Guy,  and  Jean  Stubbins,  Medical 
Technologist,  American  Society  of  Clinical 
Pathologists,  Galveston. 


r 

in  hypertension  . « - 

A safer  trancguili^er-anfiltyperfevisive 


T.  M . 


1 

(reserpine  Ciba) 

A pure  crystalline  alkaloid  of  Rauwolfki  serpentina 

No  other  rauwolfia  product  offers  such 

Unvarying  potency  j Accuracy  in  dosage  f Uniform  results 
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Tablets  0.25  mg.  and  0.1  mg. 
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£cuthu>eAtem  phtfAicianA’  feirectcri/ 

JOSEPH  BANK,  M.  D. 

Diplomate  of  American  Board  of  Internal  Medicine 
And  American  Board  of  Gastroenterology 

GASTROENTEROLOGY,  GASTROSCOPY 

800  North  First  Ave.  ALpine  4-7245  Phoenix,  Arizona 

CLEMENT  C.  BOEHLER,  M.  D.,  F.  A.  C.  S. 

DIPLOMATE  AMERICAN  BOARD  OBSTETRICS  AND  GYNECOLOGY 

H.  W.  DEMAREST,  M.  D. 

PRACTICE  LIMITED  TO  OBSTETRICS  AND  GYNECOLOGY 

Suite  8A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-6591  El  Paso,  Texas 

H.  A.  BARNES,  M.  D.,  M.  Sc. 

GENERAL  SURGERY 

23  E.  Fine  Ave.  752  Flagstaff,  Arizona 

THIS  SPACE 
FOR  SALE 

FRANK  0.  BARRETT 
ANESTHESIOLOGY  ASSOCIATES 

FRANK  0.  BARRETT,  M.  D. 

MERLE  D.  THOMAS,  M.  D. 

(Diplomates  American  Board  of  Anesthesiology) 

ALFRED  SORENSON,  M.  D. 

ANESTHESIOLOGY 

612  Mills  Bldg.  3-8431  El  Paso,  Texas 

B.  L.  BURDITT,  M.  D.,  A.  1.  C.  S. 

GENERAL  SURGERY 

NIGHTINGALE  MEMORIAL  HOSPITAL 

901  Griner  Street  Del  Rio,  Texas 

OTTO  L.  BENDHEIM,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  PSYCHIATRY  & NEUROLOGY 
t 1515  N.  Ninth  St.  ALpine  8-2607  “Phoenix,  Ariz. 

BASIL  K.  BYRNE,  M.  D. 

PEDIATRICS 

Suite  4A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8487  El  Paso,  Texas 

RAYMOND  J.  BENNETT,  M.  D. 

Diplomate  of  the  American  Board  of  Neurology  and  Psychiatry 

PRACTICE  LIMITED  TO  NEUROPSYCHIATRY 

Suite  7A  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  2-1177  . El  Paso,  Texas 

DAVID  M.  CAMERON,  M.  D„  F.  A.  C.  S. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

A.  E.  LUCKETT,  M.  D. 

(Certified  by  The  American  Board  of  Orthopedic  Surgery) 

ORTHOPEDIC  SURGERY 

Suite  5A  El  Paso  Medical  Center  1501  Arizona  Street 

JACK  A.  BERNARD,  M.  D. 

Diplomate  American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 
CARDIOVASCULAR  DISEASES 

Suite  3C  El  Paso  Medical  Center  1501  Arizona  Street 

Phone  3-8151  El  Paso,  Texas 

ROBERT  J.  CARDWELL,  M.  D. 

(Diplomate  American  Board  of  Obstetrics  and  Gynecology) 

WARD  EVANS,  M.  D. 

(Diplomate  American  Board  of  Surgery) 

414  Banner  Building  3-7587  El  Paso,  Texas 

LOUIS  W.  BRECK,  B.  S.,  M.  D.,  F.  1.  C.  S. 

W.  COMPERE  BASOM,  M.  D., 

M.  S.  Or.,  F.  1.  C.  S. 

MORTON  H.  LEONARD,  B.  S.,  M.  D., 

F.  A.  C.  S. 

(Diplomates  of  the  American  Board  of  Orthopaedic  Surgery) 
PRACTICE  LIMITED  TO  ORTHOPAEDIC  SURGERY 
520  Montana  Street  3-1673  Ei  Paso,  Texas 

CASA  GRANDE  CLINIC 

H.  B.  LEHMBERG,  M.  D.  J.  T.  O'NEIL,  M.  D. 

R.  Z.  COLLINGS,  JR.,  M.  D. 

GENERAL  PRACTICE 

113  W.  Second  St.  Phones  4495  - 4496  Casa  Grande,  Ariz. 

ROBERT  N.  CAYLOR,  M.  D. 

Practice  Limited  to  Ophthalmology 
207  Medical  Arts  Bldg. 

415  East  Yandell  Blvd.  3-5897  El  Paso,  Texas 

WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  SOUTHWESTERN  MEDICINE 


MAY,  1954 


SOUTHWESTERN  MEDICINE 


Page  201 


New  Mexico  Medical  Society’s 
Seventy-Second  Annual  Session 


Sponsored  by: 

Curry-Roosevelt  County  Medical  Society 


Hobby  Exhibits: 

All  Hobby  Exhibits  will  be  located  in  the  North  Gal- 
lery, Museum  of  New  Mexico. 


Santa  Fe,  New  Mexico 
May  13,  14,  15,  1954 

• 

LA  FONDA  HOTEL 

OFFICERS  OF  THE  NEW  MEXICO 
MEDICAL  SOCIETY 
1953-1954 


Albert  S.  Lathrop,  M.  D.,  Santa  Fe President 

John  F.  Conway,  M.  D.,  Clovis President  Elect 

Stuart  W.  Adler,  M.  D.,  Albuquerque Vice  President 

T.  E.  Kircher,  Jr.,  M.  D.,  Albuquerque Secretary-Treasurer 


COUNCIL  MEMBERS 

C.  H.  Gellenthien,  M.  D.,  Valmora 
R.  C.  Derbyshire,  M.  D.,  Santa  Fe 
J.  C.  Sedgwick,  M.  D.,  Las  Vegas 
W.  E.  Badger,  M.  D.,  Hobbs 
W.  D.  Dabbs,  M.  D.,  Clovis 
J.  E.  J.  Harris,  M.  D.,  Albuquerque 


OFFICERS  OF  THE  CURRY-ROOSEVELT  COUNTY 
MEDICAL  SOCIETY 


V.  Scott  Johnson,  M.  D President 

Joel  Ziegler,  M.  D.... Vice  President 

Edward  Craffey,  M.  D Secretary-Treasurer 


CONVENTION  COMMITTEES 


W.  D.  Dabbs,  M.  D 

V.  Scott  Johnson,  M.  D 

Lewis  Thomas,  M.  D 

Edward  Craffey,  M.  D 

Michele  de  Maio,  M.  D 

John  Donnelly,  M.  D 

Herman  O.  Lehman,  M,  D 

Elmo  Anderson,  M.  D 

Allen  Haynes,  M D 

George  Prothro,  M.  D 

Mrs.  W.  D.  Dabbs 


.. General  Chairman 

Program 

Entertainment 

Finance 

...Scientific  Exhibits 

.. ..Hobbies 

Hotel 

Luncheons 

Smoker 

Publicity 

Women’ s Activities 


GENERAL  INFORMATION 

Convention  Headquarters La  Fonda 

Registration  Desk: 

Fireplace  Lounge: 

Open  May  12,  from  5:00  — 9:00  P.  M. 

Open  May  13,  from  8:00  A.  M.  to  5:00  P.  M. 
Open  May  14,  from  8:00  A.  M.  to  5:00  P.  M. 

Registration  Fee: 

Members  and  guests $15.00 

Auxiliary  Members,  Nurses,  Medical  Students,  Residents 
and  Interns  may  register  without  fee. 

Technical  Exhibits: 

All  Technical  Exhibits  will  be  located  in  the  Santa  Fe 
and  Coronado  Rooms,  La  Fonda. 

Scientific  Exhibits: 

All  Scientific  Exhibits  will  be  located  in  the  North 
Gallery,  Museum  of  New  Mexico. 


Meeting  Place  for  House  of  Delegates: 

May  13  Session  will  meet  in  St.  Francis  Auditorium, 
Art  Gallery,  Museum  of  New  Mexico. 

May  15  Session  will  meet  in  the  New  Mexican  Room, 
La  Fonda. 

Meeting  Place  for  Scientific  Sessions: 

St.  Francis  Auditorium,  Art  Gallery, 

Museum  of  New  Mexico. 

GUEST  SPEAKERS 

WILLIAM  DAMESHEK,  M.  D Boston,  Massachusetts 

Clinical  Professor  of  Medicine,  Tufts  College  of  Medi- 
cine; Hematologist  and  Director  of  Blood  Research 
Laboratory,  New  England  Medical  Center;  Editor-in- 
Chief  and  Founder  of  BLOOD,  The  Journal  of  Hema- 
tology. 

HARRY  WILKINS,  M.  D Oklahoma  City,  Oklahoma 

Professor  of  Surgery  and  Head  of  Department  of  Neuro- 
logical Surgery,  University  of  Oklahoma  Medical  School; 
President-Elect,  Harvey  Cushing  Neurological  Society; 
F.  A.  C.  S.  and  is  a Governor  of  a Neurosurgical  group 
of  the  A.  C.  S. 

CHARLES  W.  MAYO,  M.  D Rochester,  Minnesota 

Professor  of  Surgery,  Mayo  Foundation  Graduate  School, 
Llniversity  of  Minnesota ; Head  of  a Section  of  General 
Surgery,  Mayo  Clinic. 

CHARLES  L.  MARTIN,  M.  D Dallas,  Texas 

Professor  of  Radiology,  Southwestern  Medical  College 
of  University  of  Texas;  President,  American  Roentgen 
Ray  Society;  Recipient  of  the  Janeway  Medal  of  the 
American  Radium  Society. 

GORDON  MEIKLEJOHN,  M.  D Denver,  Colorado 

Professor  of  Medicine,  University  of  Colorado  School 
of  Mediene;  Member,  Army  Influenza  Commission  and 
Armed  Forces  Epidemiological  Board. 

M.  EDWARD  DAVIS,  M.  D Chicago,  Illinois 

Professor  of  Obstetrics  and  Gynecology,  University  of 
Chicago;  Obstetrician  and  Gynecologist,  Chicago  Lying- 
In  Hospital;  Editor,  Fertility  and  Sterility  Journal. 

W.  A.  SODEMAN,  M.  D ...Columbia,  Missouri 

Professor  and  Chairman,  Department  of  Medicine,  Uni- 
versity of  Missouri,  School  of  Medicine;  Author  of 
"Pathologic  Physiology:  Mechanisms  of  Disease.” 

ARILD  E.  HANSEN,  M.  D Galveston,  Texas 

Professor  and  Chairman,  Department  of  Pediatrics,  Uni- 
versity of  Texas  School  of  Medicine,  Galveston,  Texas; 
Director,  University  of  Texas  Child  Health  Program. 

WEDNESDAY,  MAY  12,  1954 
5:00  - 9:00  P.  M. 

Registration,  Fireplace  Lounge,  La  Fonda 

12:30  P.  M. 

Luncheon  Meeting  of  Board  of  Trustees, 

New  Mexico  Physicians’  Service  — Room  130,  La  Fonda 

7:00  I*.  M. 

Dinner  Meeting  of  Council  — - Room  130,  La  Fonda 
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THURSDAY,  MAY  13,  1954 
8:00  A.M.  - 5:00  P.  M. 

Registration 

8:30  A.M.  - 11:30  A.M. 

House  of  Delegates  Meeting, 

St.  Francis  Auditorium,  Art  Gallery  Museum  of  New  Mexico 

12:00  M - 1:15  P.  M. 

Hugh  T.  Brasell,  M.  D.,  Presiding 
General  Round  Table  Luncheon, 

New  Mexican  Room,  La  Fonda 


THURSDAY  AFTERNOON 

Opening  Ceremonies St.  Francis  Auditorium 

1:30  - 2:15  P.M. 


Albert  S.  Lathrop,  M.  D.,  Presiding 
Retiring  President,  New  Mexico  Medical  Society. 


Invocation: 

Welcome  Address: 
Welcome: 


Presidential  Address: 


Henry  F.  Seaman,  Rector 

The  Church  of  the  Holy  Faith 

Mayor,  City  of  Santa  Fe 

V.  Scott  Johnson,  M.  D.,  President 

Curry-Roosevelt  County  Medical 

Society 

John  F.  Conway,  M.  D.,  Clovis 


SCIENTIFIC  PROGRAM 

Albert  S.  Lathrop,  M.  D.,  Presiding 

2:15  - 2:55  P.M. 


"SURGICAL  LESIONS  OF  THE  SMALL  BOWEL  AND 
THEIR  TREATMENT.” 

Charles  W.  Mayo,  M.  D Rochester,  Minnesota 


FRIDAY  MORNING 
May  14,  1954 

St.  Francis  Auditorium 
John  F.  Conway,  M.  D.,  Clovi,s,  Presiding 

9:00  - 9:40  A.M. 

' PROBLEMS  IN  THE  CHOICE  OF  ANTIBIOTICS 
IN  THERAPY.” 

W.  A.  Sodeman,  M.  D .Columbia,  Missouri 

9:40  - 10:20  A.M. 

"SURGICAL  INTRACRANIAL  LESIONS:  THE  VALUE 
OF  CLINICAL  OBSERVATION  IN  DIAGNOSIS.” 
Harry  Wilkins,  M.  D Oklahoma  City,  Oklahoma 

10:20  - 11:00  A.M. 

"TREATMENT  OF  ANEMIA.” 

William  Dameshek,  M.  D.... Boston,  Massachusetts 

11:00  - 11:40  A.M. 

"THE  TREATMENT  OF  CANCER  OF  THE 
UTERINE  CERVIX.” 

Charles  L.  Martin,  M.  D..  Dallas,  Texas 

12:00  - 1:45  P.M. 

ROUNDTABLE  LUNCHEONS 
Medical,  Cantinada  Room 
John  Donnelly,  M.  D„  Presiding 
Guest  Speakers  — Arild  Hansen,  M.  D., 

W.  A.  Sodeman,  M.  D.,  William  Dameshek,  M.  D. 
Surgical,  New  Mexican  Room 
Allen  Haynes,  M.  D.,  Presiding 
Guest  Speakers  — Harry  Wilkins,  M.  D., 

Charles  W.  Mayo,  M.  D.,  M.  Edward  Davis,  M.  D., 
Charles  L.  Martin,  M.  D. 


2:55  - 3:35  P.M. 

"DIAGNOSIS  AND  MANAGEMENT  OF  RHEUMATIC 
FEVER  IN  THE  CHILDHOOD  PERIOD.” 

Arild  Hansen,  M.  D Galveston,  Texas 

3:35  - 4:15  P.M. 

"THE  TREATMENT  OF  CANCER  OF  THE  MOUTH.” 
Charles  L.  Martin,  M.  D Dallas,  Texas 

4:15  - 4:55  P.M. 

"THE  CHANGING  INDICATION  FOR 
ABDOMINAL  DELIVERY.” 

M.  Edward  Davis,  M.  D Chicago,  Illinois 

6:30  P.  M. 

Buffet  — Smoker,  La  Posada 
Courtesy  — Curry-Roosevelt  County  Medical  Society 


FRIDAY  AFTERNOON 
May  14,  1954 

R.  C.  Derbyshire,  M.  D.,  Presiding 

1:45  - 2:30  P.M. 

Visit  Technical  Exhibits  — - La  Fonda 

2:30  - 3:10  P.M. 

"OFFICE  AND  HOSPITAL  MANAGEMENT  OF 
INFANTILE  DIARRHEA.” 

Arild  Hansen,  M.  D Galveston,  Texas 

3:10  - 3:50  P.M. 

"THE  TYPICAL  AND  ATYPICAL  NEURALGIAS 
INVOLVING  THE  HEAD  AND  FACE.” 

Harry  Wilkins,  M.  D Oklahoma  City,  Oklahoma 
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Wilkins 


3:50  - 4:30  P.  M. 

"THE  PURPURAS.” 

William  Dameshek,  M.  D Boston,  Massachusetts 

4:30  - 5:10  P.  M. 

"PROBLEMS  IN  CHEMOTHERAPY." 

Gordon  Meiklejohn,  M.  D Denver,  Colorado 

6:30  P.  M.  — Social  Hour 

DINNER  — DANCE,  La  Fonda 
Les  Peoples  and  His  Band 

SATURDAY  MORNING 
May  15,  1954 

V.  Scott  Johnson,  M.  D.,  Presiding 

9:00  - 9:40  A.  M. 

"DEVELOPMENTS  IN  THE  VIRAL  DISEASES.” 
Gordon  Meiklejohn,  M.  D ...Denver,  Colorado 

9:40  - 10:20  A.M. 

"SURGICAL  LESIONS  OF  THE  COLON 
AND  THEIR  TREATMENT.” 

Charles  W.  Mayo,  M.  D Rochester,  Minnesota 

10:20  - 11:00  A.M. 

"THE  MANAGEMENT  OF  THE  STERILE  COUPLE.” 
M.  Edward  Davis,  M.  D Chicago,  Illinois 

11:00  - 11:40  A.M. 

"CHRONIC  DIARRHEA.” 

W.  A.  Sodeman,  M.  D Columbia,  Missouri 

12:00  Noon 

House  of  Delegates  Luncheon  and  Meeting 
New  Mexican  Room,  La  Fonda 

OFFICERS’,  WOMEN’S  AUXILIARY 
TO  THE 

NEW  MEXICO  MEDICAL  SOCIETY 
1953  - 1954 
STATE  OFFICERS 

Mrs.  Leland  S.  Evans... 

Mrs.  A.  C.  Rood.. 

Mrs.  Karl  Mast. 

Mrs.  J.  L.  McCrory 

Mrs.  William  Sedgwick 

Mrs.  Louis  McRae,  Jr.  .. 


EXECUTIVE  BOARD 

Mrs.  I.  J.  Marshall  Mrs.  C.  P.  Bunch 

Mrs.  L.  J.  Whitaker 

CONVENTION  ARRANGEMENTS 

The  program  for  the  Annual  Meeting  of  the  Auxiliary 
to  the  New  Mexico  Medical  Society  was  prepared  by  the 
Auxiliary  to  the  Curry- Roosevelt  County  Medical  Society. 

AUXILIARY  PROGRAM 

Registration: 

May  12  — 5:00  to  9:00  P.  M. 

May  13  — 8:00  A.M.  to  5:00  P.  M. 

May  14  — 8:00  A.M.  to  5:00  P.  M. 

THURSDAY,  MAY  13.  1954 

Mrs.  Leland  S.  Evans,  Retiring  President,  Presiding 

2:00  P.  M. 

House  of  Delegates  Meeting,  La  Posada  Hotel 

6:30  P.  M. 

Cocktail-Buffet,  New  Mexican  Room,  La  Fonda 

FRIDAY,  MAY  14,  1954 

Mrs.  A.  C.  Rood,  President,  Presiding 

12:30  P.  M. 

Luncheon  — - Bishop’s  Lodge 
Business  Meeting 

Guest  Speaker  — Mrs.  Frank  Gastineay,  Indianapolis 
Chairman,  American  Medical  Education  Foundation, 
Auxiliary  to  the  American  Medical  Association. 

6:30  P.  M. 

Dinner  — Dance  — Dress  Optional 
(See  Men’s  Program) 

TECHNICAL  EXHIBITS 
Santa  Fe  and  Coronado  Rooms 
La  Fonda  Hotel 

We  are  fortunate  agaijn  to  have  an  excellent  representation 
of  Technical  Exhibitors  and  remind  all  physicians  that  the 
exhibits  are  an  important  phase  of  the  educational  endeavor 

(Continued  on  Page  218) 
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Aphorisms  and  Memorabilia  Concerning  the 
Gastro-Intestinal  Tract 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces,  N.  M. 


1.  “Patients  with  portal  cirrhosis  and 
ascites  can  be  maintained  indefinitely,  with- 
out abdominal  paracenteses,  by  rigid  dietary 
sodium  restriction  with,  if  necessary,  mer- 
curial diuretics  and  ammonium  chloride. 
Protein  loss  into  the  ascites  ceases,  the 
serum-albumin  level  rises,  and  the  state  of 
nutrition  improves.”  The  Lancet,  Jan.  16, 
1954,  p.  130. 

2.  “Because  of  the  frequency  of  symptoms 
of  gall  bladder  disease  following  cholecystec- 
tomy, the  ‘new’  or  ‘reformed’  gall  bladder 
deserves  more  attention  than  it  receives.  This 
condition,  with  stone  or  inflammation  of  a 
dilated  cystic  remnant,  lends  itself  to  ro- 
entgen study,  often  with  definite  results.” 
Radiologic  Maxims,  Miss.  Valley  Med.  J ., 
Jan.  1954,  p.  62. 

3.  “Cholecystography  in  a patient  with 
right  upper  quadrant  pain  despite  a history 
of  cholecystectomy  has  two  advantages: 
(1)  The  history  of  cholecystectomy  is  some- 
times erroneous  and  the  focus  of  symptoms 
remains  and  may  be  visualized.  (2)  The 
remnant  of  the  cystic  duct  (if  cholecystec- 
tomy has  been  performed)  may  actually 
assume  the  function  of  the  gall  bladder,  with 
its  ability  to  store  and  concentrate  bile.  A 
cholecystogram  therefore  may  reveal  not 
only  the  functioning  cystic  duct  remnant  but 
also  nonopaque  calculi.”  Radiologic  Maxims, 
loc.  cit.,  p.  62. 

4.  “The  only  way  we  know  to  immobilize 
the  liver  is  by  immobilizing  the  body.  There 
is  some  evidence  that  activity  does  increase 
the  load  of  work  on  the  liver  itself.  There  is 
also  some  clinical  evidence  that  when  pa- 
tients are  allowed  activity  prematurely  they 
tend  to  have  a recrudescence  of  their  symp- 
toms.” N.  Y.  Academy  of  Med.,  Panel  Meet- 
ing, Jan.  1954,  (A.  J.  Patek,  Jr.)  p.  44. 

5.  “As  to  the  tests  involved,  if  there  are 
substantial  changes  in  the  serum  proteins, 
in  the  albumin  and  globulin,  or  in  cholesterol 
ester  or  prothrombin  time  in  acute  hepatitis, 
those  changes  generally  indicate  severe 
parenchymal  damage.  The  flocculation  and 
thymol  tests  indicate  liver  damage,  I am 
sure,  but  they  are  perhaps  so  sensitive  that 
they  may  persist  in  a positive  state  quite 
some  time  after  the  patient  seems  clinically 
fairly  well  off.  So  I think  after  those  be- 
come stabilized,  if  the  other  tests  are  nega- 
tive, one  can  allow  the  patient  a degree  of 


activity,  even  in  the  presence  of  say  a two 
plus  flocculation  or  a somewhat  elevated 
thymol  test.”  Panel  Meeting,  loc.  cit.,  p.  45. 

6.  “As  far  as  cephalin  flocculation  and 
thymol  turbidity  are  concerned,  we  have 
never  paid  the  slightest  attention  to  them  in 
determining  whether  to  get  a patient  out  of 
bed  or  not,  particularly  the  thymol  turbidity 
which  often  remains  elevated  for  a very  long 
period  of  time.”  N.  Y.  Academy  of  Med., 
loc.  cit.,  (G.  Klatskin)  p.  47. 

7.  “Quite  significant  falls  in  hepatic  cir- 
culation occur  on  the  assumption  of  the  erect 
posture  and  even  more  of  a fall  occurs  with 
activity.”  N.  Y.  Academy  of  Med.,  loc.  cit., 
(W.  Eisenmenger)  p.  48. 

8.  “Since  in  hepatitis  in  accordance  with 
the  views  of  Himsworth  anoxic  areas  already 
exist  in  the  liver,  one  can  readily  visualize 
how  excessive  exertion  may  seriously  alter 
the  disease  process.”  N.  Y.  Academy  of  Med., 
loc.  cit.,  p.  48. 

9.  “But  we  must  not  over-emphasize  a 
single  abnormal  finding.  Some  people  are 
made  to  lie  in  bed  month  after  month  be- 
cause a flocculation  test  is  positive  or  be- 
cause there  is  a slight  elevation  of  serum 
bilirubin.  I think  that  we  should  let  these 
patients  up  under  very  careful  supervision 
while  we  challenge  them  with  a battery  of 
liver  function  tests  and  if  there  is  no  de- 
monstrable worsening  I think  it  is  highly 
improbable  that  we  are  doing  them  harm. 
Indeed,  the  majority  of  patients  who  have 
eventually  developed  chronic  hepatitis  have 
been  excellently  handled,  have  been  put  to 
bed  promptly  with  the  first  symptom  of  the 
disease  and  have  been  kept  there  for  many 
months.  From  this  evidence  it  does  not  seem 
that  premature  ambulation  is  the  precipitat- 
ing factor  in  causing  continuation  of  the 
process.”  N.  Y.  Academy  of  Med.,  loc.  cit., 
(F.  Hanger),  p.  48. 

10.  “I  think  more  and  more  of  us  feel 
that  the  patients  who  have  the  so-called 
alcoholic  cirrhosis  which  seems  to  bear  a 
much  closer  analogy  to  nutritional  cirrhosis 
produced  in  experimental  animals,  tend  to 
respond  fairly  well  to  diet  rich  in  protein, 
whereas  the  results  have  been  very  disap- 
pointing in  the  patients  who  have  primary 
biliary  cirrhosis  or  post-necrotic,  post-hepa- 
titis cirrhosis  in  which  the  etiology  has  no 
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apparent  relationship  or  primary  relation- 
ship to  nutrition.”  N.  Y.  Academy  of  Med., 
loc.  cit.,  (A.  J.  Patek),  p.  49. 

11.  “I  have  seen  more  people  who  seemed 
to  be  harmed  by  the  diets  that  doctors  pre- 
scribed than  actually  helped  by  them.  I think 
the  emphasis  should  be  placed  on  a diet  that 
is  adequate  and  well  balanced.  A physician 
who  restricts  the  diet  should  be  aware  of  the 
fact  that  his  instructions  may  be  followed 
for  many  years  after  he  himself  has  forgot- 
ten about  them.  Many  patients  with  chronic 
liver  disease,  placed  on  a low  fat  diet,  become 
wasted  and  wan.  Many  patients  tolerate  fat 
well  and  improve  dramatically  when  the  fat 
is  put  back  into  the  diet.”  N.  Y.  Academy  of 
Med.,  loc.  cit.,  (M.  A.  Payne),  p.  49. 

12.  “Sometimes  a simple  trick  of  revers- 
ing the  hours  of  the  day  to  fit  the  appetite 
of  the  sick  patient  is  helpful.  The  beefsteak 
may  be  more  acceptable  for  breakfast  and 
the  cornflakes  for  dinner.”  N.  Y.  Academy 
of  Med.,  loc.  cit.,  p.  50. 

13.  “Our  experience  both  in  hepatitis  and 
cirrhosis  has  been  that  patients  who  are  not 
deeply  jaundiced  and  who  have  some  bile  in 
their  feces,  seem  to  tolerate  neutral  fats  very 
well.  As  in  many  other  digestive  disorders, 
they  tolerate  fried  meats  and  other  oxidized 
fats  poorly.  We  have  never  attempted  to 
restrict  milk,  eggs  and  cream  or  other  un- 
oxidized fats.  Those  seem  to  be  well  tolerated 
by  them  and  make  for  more  palatable  diets. 
Also  they  make  it  possible  to  increase  the 
total  caloric  intake.”  N.  Y.  Academy  of 
Med.,  loc.  cit.,  (G.  Klatskin),  p.  50. 

14.  “We  have  come  to  use  tube  feeding- 
more  and  more  both  in  cirrhotics  and  in 
hepatitis  patients  and  they  do  remarkably 
well.  We  have  not  employed  a stiff  rubber 
tube,  but  have  used  something  called  a Glenn 
tube,  named  after  a local  surgeon.  It  is 
nothing  but  a long  Penrose  drain  which  the 
patient  swallows  and  is  tolerated  fairly  well 
for  weeks  on  end.  In  that  way  it  is  often 
possible  to  provide  quite  an  adequate  liquid 
diet  which  is  high  both  in  proteins  and 
calories.”  N.  Y.  Academy  of  Med.,  loc.  cit., 
p.  50. 

15.  “The  control  of  such  ascites,  even  in 
the  most  refractory  patient  in  its  simplest 
consideration  is  merely  the  control  of  salt 
because  if  one  just  considers  that  in  every 
liter  of  ascites  there  are  eight  to  nine  grams 
of  sodium  chloride,  if  those  eight  to  nine 
grams  are  not  provided  to  the  patient  he 
cannot  form  that  liter  of  ascites.  The  aver- 
age patient  with  refractory  ascites  will  form 
on  the  average  diet  anywhere  from  one  to 


one  and  one-half  liters  of  ascites  a day  and 
this  means  the  intake  of  approximately  a 
third  of  an  ounce  of  salt.  If  we  can  reduce 
the  salt  intake  of  a patient  down  to  that 
which  he  loses  by  other  than  renal  means, 
such  as  by  the  skin  and  fecal  routes,  which 
total  approximately  a half  to  one  gram  of 
salt  a day,  then  there  is  just  no  sodium 
chloride  left  over  for  the  production  of  as- 
cites. Whether  this  works  or  not,  one  just 
has  to  find  out.  In  most  cases  it  does.” 
N.  Y.  Academy  of  Med.,  loc.  cit.,  (W.  J. 
Eisenmenger) , p.  52. 

16.  “The  question  of  toxicity  of  low  salt 
diets  always  comes  up,  such  as  described  by 
Schroeder  as  the  low  salt  syndrome.  It  so 
happens  that  in  patients  with  cirrhosis  and 
ascites  this  actually  is  an  infrequent  compli- 
cation. At  least  it  is  rarely  aggravated  by 
the  degree  of  salt  restriction  that  is  required 
to  control  ascites.  However,  if  in  addition 
to  a low  salt  diet  one  presses  the  use  of  mer- 
curial diuretics,  then  one  must  be  ever  care- 
ful to  prevent  an  extreme  dilution  of  body 
sodium  and  eventual  shock.  This,  fortunately, 
is  a rare  phenomenom.”  N.  Y.  Academy  of 
Med.,  loc.  cit.,  p.  52. 

17.  “Later  because  of  the  obvious  impor- 
tance of  protein  and  since  we  were  probably 
fairly  close  to  the  borderline  of  adequacy, 
we  supplemented  the  low  salt  diet  with  fairly 
large  amounts  of  whole  protein  in  the  form 
of  powdered  substitutes  such  as  protinal, 
which  can  readily  be  given  to  the  extent  of 
120  grams  a day,  which  means  about  75 
grams  of  protein  a day  with  hardly  any 
addition  in  the  salt  intake.”  N.  Y.  Academy 
of  Med.,  loc.  cit.,  p.  52. 

18.  “Take  for  example  a resin  which  has 
fairly  good  capacity  when  tested  in  vitro 
or  even  when  tested  in  a normal  subject  who 
is  on  a normal  salt  intake.  If  that  same  resin 
is  given  to  a patient  who  has  cirrhosis  and 
a strong  tendency  to  form  ascites  it  will  do 
practically  nothing.  The  reasons  for  this 
are  not  quite  clear  but  there  are  several 
points  which  have  come  up  in  the  past  year 
which  may  give  us  some  indication  as  to  why 
the  resins  are  so  ineffective,  just  where  you 
need  them  most.  . . . perhaps  there  is  an 
excessive  amount  of  some  adrenal  salt  active 
hormones  which  manifest  themselves  in  the 
retention  of  sodium  throughout  the  body, 
including  retention  or  withdrawal  of  sodium 
from  fecal  contents,  including  the  resin.” 
N.  Y.  Academy  of  Med.,  loc.  cit.,  p.  53. 

19.  “The  group  in  Boston  showed  that 
some  of  the  ammonium  resins  released  ex- 
cessive amounts  of  ammonium  which  per- 
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haps  contributed  to  the  development  of 
coma.”  N.  Y.  Academy  of  Med.,  loc.  cit., 
p.  53. 

20.  “I  think  there  is  general  agreement 
that  the  evidence  is  not  adequate  to  show 
that  choline  or  methionine  provides  any  ad- 
ditional benefit  over  that  of  the  adequate, 
nutritious  diet  containing  at  least  70  to  100 
grams  of  protein  a day.”  N.  Y.  Academy  of 
Med.,  loc . cit.,  (A.  J.  Patek),  p.  56. 

21.  “As  to  the  indications  for  specific 
vitamin  therapy : — there  are  changes  in 
many  of  these  patients,  who  may  exhibit 
signs  of  deficiency  of  the  B vitamins,  such 
as  polyneuritis  or  pellagra  and  their  serum 
vitamin  A may  be  quite  low.  However,  un- 
less they  show  stigmata  of  these  deficiency 
diseases,  I think  there  isn’t  much  value  in 
forcing  high  intakes  of  the  specific  vitamins. 
We  are  not  at  all  certain  whether  the  forcing 
of  vitamins  in  large  amount,  especially  in 
a state  of  imbalance,  may  do  actual  harm. 
Large  doses  of  vitamin  A have  been  shown 
to  cause  liver  damage,  for  example.”  N.  Y. 
Academy  of  Med.,  loc.  cit.,  p.  56, 

22.  “Human  albumin  is  another  substance 
which  when  it  first  became  available  was 
thought  likely  to  be  of  great  benefit  to  many 
patients  because  one  of  the  defects  mani- 
fested by  a cirrhotic  patient  is  a low  level 
of  serum  albumin.  For  many  years  it  was 
thought  that  the  correction  of  this  would 
reduce  the  ascites  and  would  produce  a diu- 
resis. However,  it  is  effective  only  in  pa- 
tients who  are  relatively  easy  to  control  by 
other  methods.”  N.  Y.  Academy  of  Med., 
loc.  cit.,  (W.  J.  Eisenmenger) , p.  58. 

23.  “Furthermore,  having  relatively  little 
effect  in  this  type  of  patient,  there  are  also 
certain  hazards  which  are  commonly  en- 
countered in  the  form  of  hematemises  as 
the  result  of  the  expansion  of  blood  volume 
which  is  quite  common,  especially  if  inten- 
sive albumin  therapy  is  given,  such  as 
several  units  daily.”  N.  Y.  Academy  of 
Med.,  loc.  cit.,  p.  58. 

24.  “I  think  then  I can  speak  for  the 
whole  panel  in  emphasizing  that  shock  is 
a very  serious  complication  and  should  be 
combated  promptly  by  whole  blood  and  by 
hypertonic  glucose  solutions,  and  by  every 
device  to  restore  blood  pressure  as  soon  as 
possible.  Many  cases  of  hepatic  coma  follow 
even  slight  blood  loss  with  drop  in  blood 
pressure.”  N.  Y.  Academy  of  Med.,  loc.  cit., 
(Hanger),  p.  59. 

25.  “While  I don’t  believe  that  Aureomy- 
cin  or  any  other  antibiotic  has  any  effect 


in  the  uncomplicated  case  of  coma,  they  may 
be  worth  using  as  a prophylactic  measure, 
because  these  patients  are  so  debilitated  that 
they  are  prone  to  serious  infection  which 
can  occur  without  the  usual  high  fever  or 
leukocytosis.”  N.  Y .Academy  of  Med.,  loc. 
cit.,  (W.  J.  Eisenmenger),  p.  60. 

26.  “We  had  occasion  to  try  a series  of 
hormones  on  a group  of  these  patients  and 
one  was  methyl  testosterone,  which  generally 
should  be  avoided  in  patients  with  liver  dis- 
ease because  .frequently  its  use  will  cause 
an  increase  in  the  jaundice.  However,  in 
certain  patients  who  for  long  periods  prior 
to  treatment  had  extreme  degrees  of  jaun- 
dice and  pruritus,  methyl  testosterone  for 
some  reason  provided  fairly  dramatic  relief. 
The  relief  is  such  that  some  of  these  patients 
refuse  to  discontinue  the  drug.”  N.  Y.  Aca- 
demy of  Med.,  loc.  cit.,  p.  62. 

27.  “I  don’t  believe  methyl  testosterone 
is  a cytotoxic  agent  but  we  continue  to  see 
patients  on  this  drug  develop  deep  jaundice 
with  large  bile  plugs  in  the  center  of  the 
lobule,  but  with  very  little  parenchymal 
destruction.  Why  the  intrahepatic  inspissa- 
tion  of  bile  takes  place  in  patients  with 
methyl  testosterone  is  a very  interesting 
question  which  I certainly  cannot  explain. 
I rather  suspect  it  represents  a functional 
alteration  and  not  true  injury.”  N.  Y.  Aca<- 
demy  of  Med.,  loc.  cit.,  (A.  Payne),  p.  63. 

28.  “At  the  present  time  we  use  ACTH 
in  patients  who  have  severe  hepatitis,  who 
are  quite  ill  and  cannot  eat,  and  we  have  yet 
to  see  a case  that  has  not  shown  very  signifi- 
cant improvement  following  its  use.  Whether 
this  alters  the  course  of  the  disease  I am  not 
prepared  to  say.  We  have  serial  biopsies  in 
some  of  these  patients  and  one  can  demon- 
strate a very  remarkable  disappearance  of 
the  exudate  following  therapy.  We  admin- 
ister ACTH  long  enough  so  that  the  patients 
are  usually  close  to  recovery  when  it  is  dis- 
continued. To  be  sure,  such  recovery  might 
have  been  attained  in  any  event,  but  the 
patients  are  very  much  better  clinically  dur- 
ing that  period,  and  I am  all  in  favor  of 
continuing  to  use  it  in  those  very  serious 
cases  that  may  be  going  on  to  subacute 
necrosis  and  in  those  who  are  not  eating  or 
appear  very  sick.”  N.  Y.  Academy  of  Med,., 
loc.  cit.,  (G.  Klatskin),  p.  64. 

29.  “The  only  patients  whom  I have  seen 
benefitted  by  ACTH  have  been  some  of  the 
type  that  Dr.  Klatskin  just  described;  pa- 
tients who  had  acute,  severe  hepatitis  and 
were  going  downhill  steadily  to  the  point  of 

(Continued  on  Page  211) 
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Femoral  Head  Replacement  for  Ummited  Fractures  of  the  Hip: 
A Solution  to  the  Unsolved  Fracture^ 

By  Louis  W.  Breck,  M.  D.,  El  Paso 


Introduction:  — The  Problem 

The  principal  purpose  of  this  paper  is  to 
bring  before  those  who  read  it  the  fact  that 
there  is  a satisfactory  answer  to  the  problem 
of  the  ununited  femora]  neck  fractures. 
Several  times  in  the  last  two  years  the 
author  has  read  the  statement  by  orthopaedic 
surgeons  to  the  effect  that  the  unsolved 
fracture  still  exists ; referring  to  fractures 
of  the  neck  of  the  femur.  This  does  not 
appear  to  be  the  case  since  at  last  a satis- 
factory reconstruction  operation  has  been 
devised  which  will  be  the  answer  to  the 
problem  of  non-union  in  most  cases.  There 
are  many  fractures  in  the  body  which  are 


Fig.  1.  JJnunited  fracture  of  hip.  Non- 
union of  one  year’s  duration.  A previously 
inserted  Smith-Petersen  nail  was  removed, 
six  months  before  he  reported  to  us  when 
this  roentgenogram  was  made. 

♦Delivered  as  a talk  before  the  El  Paso  County  Medical  So- 
ciety February  23,  1954. 


much  less  capable  of  solution  than  fractures 
of  the  neck  of  the  femur  at  this  time.  By 
stating  that  the  problem  has  been  solved  it 
would  not  be  proper  to  mean  that  it  can  be 
solved  in  each  individual  case.  The  very  old, 
the  very  debilitated,  the  case  of  severe  car- 
diac decompensation,  the  previously  grossly 
infected  case,  and  some  other  unfortunate 
individuals  may  present  insurmountable 
obstacles.  However,  it  is  not  right  to  con- 
tinue to  regard  these  exceptional  cases  out 
of  proportion  to  their  importance.  The  great 
majority  of  fractures  of  the  hip  which  have 
not  turned  out  well  as  the  result  of  the  first 
treatment  can  be  quite  satisfactorily  handled 
by  means  of  a femoral  head  replacement  if 
the  right  prosthesis  is  used  and  if  it  is  used 
properly.  A plea  is  being  made  to  give  these 
unfortunate  old  people  with  an  unhealed  hip 
fracture  a chance  to  become  ambulatory  and 
self-sufficient  again. 

Glowing  Articles 

From  time  to  time  glowing  articles  are 
written  about  the  percentage  of  union  and 
the  fine  outcome  in  fractures  of  the  neck 
of  the  femur.  These  articles  are  usually 
written  by  surgeons  who  have  either  had 
an  exceptional  run  of  good  luck,  who  have 
selected  their  cases  with  great  care,  or  by 
those  who  simply  have  a tendency  to  exag- 
gerate the  statistical  results  of  their  own 
work.  The  generally  accepted  percentage  of 
union  in  femoral  neck  fractures  is  seventy- 
five  per  cent.  This  figure  is  probably  high 
and  if  a large  number  of  cases  done  by  a 
large  number  of  different  surgeons  is  stud- 
ied the  percentage  of  non-union  is  probably 
greater  than  twenty-five  per  cent.  This  is 
hardly  the  place  to  go  into  a discussion  of 
the  causes  of  non-union  but  even  in  the 
hands  of  the  most  able  orthopaedic  surgeons 
in  the  country  a considerable  percentage  of 
non-union  results. 

The  problem  of  aseptic  necrosis  of  the 
head  of  the  femur  in  those  fractures  which 
have  properly  united  remains  a very  un- 
pleasant one  indeed  especially  as  far  as  the 
patient  is  concerned.  Probably  about  twenty 
per  cent  of  fractures  of  the  femoral  neck 
will  go  on  to  aseptic  necrosis.  Fortunately, 
however,  the  aseptically  necrotic  head  of  the 
femur  may  be  replaced  almost  as  easily  as 
the  head  of  the  femur  in  cases  where  a non- 
union has  occurred. 

Ununited  intertrochanteric  fractures  of 


Page  208 


SOUTHWESTERN  MEDICINE 


MAY,  .1954 


Fig.  2.  Same  case  as  shown  in  Fig.  1. 
Fred  Thompson  vitallium  prosthesis  has  been 
in  place  six  months.  Good  function  and  mini- 
mal pain  at  this  time  mid  after  a two  year 
follow-up  period. 

the  hip  although  they  do  net  lend  themselves 
as  well  as  femoral  neck  fractures  to  the 
technique,  can  be  satisfactorily  treated  by 
means  of  excision  of  the  head  and  neck  and 
replacement  by  means  of  a prosthesis. 

Description  of  the  Prosthesis 
and  its  Advantages 

The  present  paper  will  be  devoted  en- 
tirely to  the  Vitallium  intramedullary  pros- 
thesis designed  by  Dr.  Fred  Thompson  of 
New  York  City.  This  prosthesis  consists  of 
a femoral  head,  a short  femoral  neck,  and 
a stem  which  projects  from  this  and  which 
is  designed  to  extend  down  the  medullary 
canal  of  the  femur.  The  head  comes  in  two 
sizes  which  are  one  and  three-fourths  inches 
in  diameter  and  one  and  seven-eights  inches 
in  diameter.  The  author  has  never  found  it 
necessary  to  employ  any  other  size.  The 
shape  of  the  prosthesis  is  so  designed  that 
the  low  end  of  the  stem  where  it  rests  against 
the  outer  side  of  the  medullary  canal  of  the 


upper  end  of  the  femur  is  flat  and  broad 
so  that  pressure  in  this  area  is  distributed 
over  a large  surface.  The  stem  or  intra- 
medullary portion  is  gently  curved  as  it 
leaves  the  neck  portion  of  the  prosthesis, 
this  curve  in  general  following  out  the  angle 
between  the  neck  and  shaft  of  a normal 
femur. 

Inert  Material 

The  metal  of  which  the  prosthesis  is  made 
is  Vitallium  and  it  is  the  most  inert  material 
designed  for  use  in  bone  surgery.  In  fact 
it  can  be  regarded  for  all  practical  purposes 
as  entirely  inert.  The  author  feels  very 
strongly  that  Vitallium  is  far  superior  than 
any  other  material  for  use  in  femoral  head 
prosthesis  because  of  its  extreme  inertness 
and  at  the  same  time  its  extreme  hardness 
and  resistance  to  wearing. 

I have  had  no  experience  with  any  other 
intramedullary  prosthesis  and  since  I am 
entirely  pleased  with  the  one  I am  using, 
my  remarks  in  this  paper  will  be  limited 
entirely  to  the  discussion  of  this  apparatus 
and  procedure.  The  apparatus  is  supplied 
in  three  types,  a right,  a left,  and  a universal. 
My  own  experience  has  been  entirely  limited 
to  the  universal  type  which  works  well.  In 
view  of  this  I can  see  no  reason  to  employ 
the  ones  made  for  either  the  right  or  left 
side. 

Indications 

The  indications  for  the  use  of  this  appa- 
ratus have  already  been  pretty  well  stated 
but  for  purposes  of  emphasis  and  clarifica- 
tion they  will  be  restated  again. 

Ununited  fractures  of  the  neck  of  the 
femur  constitute  the  principal  indication  for 
the  use  of  this  apparatus  and  procedure. 
There  is  no  reason  why  the  unfortunate  old 
person  with  an  ununited  femoral  neck  frac- 
ture must  be  committed  to  a life  of  inval- 
idism either  in  bed,  in  a wheelchair,  or  on 
crutches.  The  pitiful  picture  of  the  old  per- 
son who  is  entirely  unable  to  get  around  or 
is  able  to  get  around  only  with  great  diffi- 
culty, can  now  be  pretty  well  eradicated  if 
this  individual’s  disability  is  due  to  an  un- 
united fracture  of  the  femoral  neck. 

Aseptic  necrosis  of  the  head  of  the  femur 
from  any  cause  but  usually  resulting  from 
a fracture  of  the  neck  of  the  femur  in  an 
older  person,  is  another  indication  for  femo- 
ral head  replacement. 

Intertrochanteric  fractures  can  be  treated 
generally  by  means  of  a femoral  head  re- 
placement. However,  there  are  certain  cases 
in  which  it  is  not  easy  to  use  the  prosthesis 
in  intertrochanteric  fractures  and  in  some 
cases  it  is  necessary  to  wait  some  months 
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for  new  bone  to  form  in  the  region  of  the 
upper  end  of  the  femur  before  attempting 
a femoral  head  replacement. 

Contraindication 

The  principal  contraindication  to  this 
method  of  treatment  is  a patient  who  is  not 
physically  able  to  withstand  a moderately 
large  surgical  procedure.  Since  this  oper- 
ation is  not  an  emergency  procedure  we  have 
taken  the  attitude  that  in  most  cases  it  is 
desirable  to  have  an  adequate  evaluation  by 
an  internist  or  the  patient’s  family  doctor 
before  advising  the  operation.  In  one  in- 
stance I was  very  much  surprised  when  a 
competent  internist  practically  insisted  that 
I do  the  operation  on  a patient  87  years  of 
age.  The  patient’s  general  physical  condi- 
tion was  excellent  and  she  was  a spritely 
old  lady  with  a clear  mind.  With  some  re- 
luctance I did  the  procedure  and  was  very 
pleased  with  the  way  the  patient  withstood 
the  operation.  This  is  simply  an  example  of 
the  situation  where  the  calendar  age  alone 
does  not  constitute  a contraindication  to  sur- 
gery. It  is  not  advocated  that  a high  per- 
centage of  patients  with  ununited  fractures 
in  their  eighties  be  operated  on  and  only 
carefully  selected  cases  in  the  seventies  and 
eighties  should  be  done.  However,  it  should 
again  be  emphasized  that  the  majority  of 
patients  who  are  in  reasonably  good  health 
and  who  have  withstood  a fracture  which 
has  gone  on  to  non-union,  can  withstand  an 
operation  for  replacing  the  head  of  the 
femur. 

Technique 

The  incision  to  be  used  is  optional.  The 
author  prefers  the  posterior  incision  of 
Gibson  which  is  made  with  the  patient  lying 
on  the  side.  However,  a modified  anterior 
incision  has  proved  popular  in  the  hands 
of  many  surgeons.  A full  anterior  Smith- 
Petersen  incision  is  not  indicated  and  in  fact 
is  unnecessarily  extensive  and  hard  on  the 
patient.  The  advantage  of  the  posterior  inci- 
son  (Gibson)  is  that  the  operation  can  gen- 
erally be  done  more  rapidly  with  this  incision 
and  usually  less  blood  is  lost.  However,  it 
should  be  emphasized  that  the  incision  which 
the  surgeon  can  use  most  dextrously  is  the 
one  which  should  be  used.  Although  time 
per  se  is  not  of  prime  importance  it  is  quite 
desirable  to  keep  the  operative  time  down 
to  a reasonable  minimum.  It  is  surprising 
how  fast  these  procedures  go  and  even  with 
the  somewhat  tedious  closure  required  in 
using  a Gibson  incision  most  of  these  cases 
can  be  finished  in  an  hour  and  a half  and 
many  of  them  in  much  less  time  than  that. 

The  question  of  the  anaesthetic  to  be  used 
is  of  some  importance.  The  anaesthesiolo- 


Fig.  3.  This  sho'ivs  the  prosthesis  about 
to  be  inserted.  The  head  of  the  femur  has 
been  removed  and  neck  has  been  cut  to  the 
proper  length  and ' at  the  correct  angle. 

gists  which  have  helped  us  have  felt  that  a 
low  spinal  anaesthetic  employing  one  of  the 
safer  anaesthetic  agents  is  the  best  thing 
to  use.  We  have  agreed  with  this  and  been 
pleased  with  our  results.  Electrocoagulation 
is  often  helpful  in  quickly  stopping  whatever 
bleeding  there  is  and  with  spinal  anaesthesia 
no  fear  of  explosion  is  present  in  using- 
electrocoagulation. 

AeluaS  Technique 

The  actual  technique  of  getting  the  head 
out  and  the  prosthesis  in  is  not  very  com- 
plicated. After  the  acetabulum  and  fracture 
site  have  been  exposed  the  fracture  can  be 
cut  through  very  easily  with  a knife  or  oste- 
otome. The  femoral  head  can  then  be  pried 
out  of  the  acetabulum  with  a dull  periosteal 
elevator  or  some  other  simple  instrument. 
In  some  instances  the  ligamentum  teres  will 
hold  the  femoral  head  in.  It  is  almost  always 
possible  to  slip  a pair  of  scissors  into  the 
acetabulum  and  cut  this  ligament  after  which 
the  head  comes  out  easily.  The  base  of  the 
neck  of  the  femur  is  then  shaped  carefully 
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Fig.  4.  The  prosthesis  is  in  place.  It  is 
intramedullary . The  shoulder  portion  of  the 
neck  of  the  prosthesis  rests  on  the  patient’s 
femoral  neck. 

with  a rongeur  so  that  it  will  accept  the  base 
of  the  neck  of  the  prosthesis  at  the  proper 
angle.  A large  drill  hole  is  then  placed 
through  the  neck  of  the  femur  into  the  re- 
gion of  the  medullary  canal  or  just  above  its 
upper  end  in  the  trochanteric  region.  The 
special  rasp  manufactured  by  the  makers  of 
Vitallium,  is  then  placed  down  this  hole  and 
worked  up  and  down  to  shape  the  hole  to 
receive  the  stem  of  the  intramedullary  pros- 
thesis. After  the  shaping  has  been  properly 
performed  the  stem  of  the  prosthesis  is 
inserted  and  the  shoulder  of  the  neck  of  the 
prosthesis  should  lie  in  smooth  flat  contact 
with  the  base  of  the  neck  of  the  femur.  The 
prosthesis  should  fit  loosely  in  the  bone  pre- 
pared to  receive  it.  The  head  of  the  femoral 
head  prosthesis  is  then  reduced  back  into 
the  acetabulum.  In  some  instances  at  this 
point  it  will  be  found  that  there  is  too  much 
shortening  to  allow  this  to  be  done  easily. 
If  this  is  the  case  more  of  the  neck  of  the 
femur  must  be  taken  off.  It  should  be  men- 
tioned that  if  there  is  a great  deal  of  short- 
ening in  a case,  strong  skeletal  traction 


should  be  applied  for  a week  before  the 
operation  in  order  to  gain  sufficient  length 
to  put  the  prosthesis  in  the  right  place  and 
get  the  head  of  the  femur  back  in  the  ace- 
tabulum. It  should  be  pointed  out  that  it  is 
usually  necessary  to  accept  some  shortening. 
In  trochanteric  fractures  it  is  often  neces- 
sary to  accept  a considerable  amount  of 
shortening.  This  is  not  a major  drawback 
to  the  procedure  as  these  old  people  are 
seldom  bothered  by  the  shortening  they  have. 
The  surgeon  should  be  prepared  to  accept 
as  much  shortening  as  necessary  to  get  a 
proper  and  moderately  easy  reduction  of  the 
head  into  the  acetabulum. 

Can  I ions 

Several  “don’t”  should  be  mentioned. 
Never  drive  the  prosthesis  into  its  hole  with 
a mallet  or  shove  it  in  with  any  appreciable 
force.  This  is  apt  to  split  the  upper  end  of 
the  femoral  shaft  and  trochanteric  region 
and  create  a very  bad  situation.  Caution 
should  be  taken  to  make  sure  the  stem  of 
the  prosthesis  does  not  get  out  of  the  hole 
where  a previous  Smith-Petersen  nail  has 
been  placed.  With  the  Gibson  incision  it  is 
not  so  easy  to  get  confused  as  to  this.  With 
the  anterior  incision  it  is  surprisingly  easy 
to  put  the  prosthesis  in  the  wrong  place. 
If  there  is  the  least  doubt  in  the  surgeon’s 
mind  an  x-ray  should  be  made  on  the  oper- 
ating table  to  see  where  the  end  of  the 
prosthesis’  stem  is.  The  capsule  in  these 
cases  should  not  be  excised  as  this  tends  to 
produce  a dislocation  or  subluxation  later. 
The  capsule  may  be  opened  freely.  If  it  is 
necessary  to  separate  a great  deal  of  it  this 
separation  should  occur  away  from  the  ace- 
tabulum where  the  capsule  is  attached  to 
the  neck  and  not  at  the  acetabular  margin. 

Post-Operalive  Care 

A few  words  should  be  said  about  the 
post-operative  care  of  these  patients.  If  the 
hip  is  at  all  unstable  or  the  acetabulum  at 
all  shallow  these  patients  should  be  put  up 
in  a pair  of  Jones’  boots  which  consist  of 
plaster  casts  from  the  toes  to  below  the 
knee.  These  should  be  connected  with  a wide 
cross  bar  putting  the  legs  up  in  marked 
abduction.  The  affected  foot  should  be  put 
up  in  slight  internal  rotation.  If  the  reduc- 
tion seems  very  adequate  and  very  secure 
it  is  often  possible  to  get  along  without  any 
post-operative  fixation  at  all.  Usually,  how- 
ever, it  is  better  to  put  the  patients  up  in 
three  or  four  pounds  of  adhesive  tape  trac- 
tion with  their  affected  leg  in  wide  abduc- 
tion. Putting  the  patient  up  in  abduction 
adds  additional  security  and  tends  to  pre- 
vent subluxation.  Instead  of  the  Jones’  boots 
a pair  of  patient’s  shoes  connected  with  a 
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wide  steel  cross  bar  may  be  used.  Abduction 
should  be  continued  post-operatively  for 
three  weeks.  At  the  end  of  three  weeks 
the  patient  should  be  got  out  of  bed  and  in 
a few  days  should  be  up  and  walking.  Often 
several  weeks  are  required  in  an  invalid 
walker.  Following  this  the  patient  can  often 
walk  with  only  a cane.  Some  judgment 
should  be  employed  in  the  matter  of  allowing 
the  patient  to  walk  freely.  If  the  base  of 
the  neck  was  quite  soft  or  if  there  was  an 
inadequate  shoulder  for  receiving  the  base 
of  the  femoral  neck  of  the  prosthesis,  more 
time  should  be  allowed  before  the  patient 
is  allowed  to  walk  freely.  If  on  the  other 
hand  the  junction  point  makes  good  base 
for  the  prosthesis  to  rest  upon  it  is  not  un- 
reasonable to  let  the  patient  begin  walking 
shortly  after  the  three  weeks. 

Conclusions 

We  have  done  a considerable  number  of 
these  cases  and  have  been  very  gratified 
with  the  results  in  them.  Only  two  of  the 
patients  have  not  had  a quite  satisfactory 
result.  In  both  of  these  the  patients  are 
happy  with  their  results  and  are  getting 
around.  All  of  the  rest  of  our  patients  have 
been  tremendously  improved  over  their  pre- 
vious state  of  non-union  or  aseptic  necrosis 
of  the  head  of  the  femur.  A most  important 
consideration  is  that  their  pain  has  been 
relieved  to  a large  extent. 

Again  a plea  is  reiterated  to  those  who 
come  in  contact  with  these  unfortunate  old 
people  who  have  ununited  fractures  of  the 
hip  or  aseptic  necrosis  of  the  femoral  head. 
The  plea  is  made  to  give  them  the  oppor- 
tunity to  have  a femoral  head  replacement 
which  will  give  them  a serviceable  hip  in 
most  cases.  This  is  in  strong  contrast  to 
letting  these  unfortunate  old  people  remain 
very  severely  crippled. 

Summary 

Ununited  fractures  of  the  hip  and  aseptic 
necrosis  of  the  head  of  the  femur  can  be 
very  satisfactorily  treated  now  and  the  frac- 
ture of  the  hip  no  longer  remains  the  un- 
solved fracture. 

A detailed  description  and  discussion  of 
the  femoral  head  replacement  and  the  oper- 
ative technique  is  given. 

Age  per  se  is  not  a contraindication  to 
surgery  and  a patient  who  is  only  a reason- 
ably good  risk  is  a satisfactory  candidate 
for  this  operation. 

The  author’s  results  in  the  specific  oper- 
ation employed  have  been  very  satisfactory. 
It  is  felt  that  the  Fred  Thompson  intra- 
medullary Vitallium  prosthesis  is  consider- 
ably superior  to  any  of  the  others  for  use 
in  non-unions  of  the  neck  of  the  femur. 


Aphorisms  and  Memorabilia  . . . 

(Continued  from  Page  20G) 
coma.  I have  seen  three  of  these  patients 
whose  courses  were  reversed  so  soon  after 
the  start  of  ACTH  that  it  appeared  to  be 
more  than  coincidental.  However,  one  can- 
not be  certain  of  such  an  effect  until  he 
sees  many  more  cases.  In  the  other  types 
of  liver  disease,  especially  chronic  liver  dis- 
ease, one  doesn’t  see  much  happen  at  all. 
In  patients  with  coma  due  to  chronic  liver 
disease,  I have  seen  no  beneficial  effects.” 
N.  Y.  Academy  of  Med.,  Joe.  tit.,  (W.  J. 
Eisenmenger) , p.  65. 

30.  “We  found  that  following  the  use  of 
ACTH  in  certain  patients  with  cirrhosis  we 
had  changes,  very  pronounced  changes  in 
several,  in  the  blood  coagulation  time  and 
with  this  the  development  of  thromboses. 
In  one  the  patient  came  to  autopsy  shortly 
afterwards  and  there  was  a large  protal 
thrombosis  which  was  estimated  to  have 
occurred  at  about  the  time  when  clinically  it 
looked  as  though  that  had  happened.  We 
checked  many  of  the  other  blood  clotting 
factors  and  found  no  change  in  any  of  them; 
that  is,  one  finds  these  pronounced  changes 
in  coagulation  time  to  subnormal  levels  de- 
spite very  deficient  levels  of  prothrombin 
and  fibrinogen  and  platelets  which  are  char- 
acteristic of  advanced  cirrhosis.”  N.  Y.  Aca- 
demy  of  Med.,  loc.  tit.,  p.  65. 

31.  “The  other  major  hazard  in  the  use 
of  ACTH  in  patients  with  cirrhosis  is  the 
sudden  expansion  of  the  blood  volume.  If 
proper  care  isn’t  given  to  the  control  of 
salt  intake  in  a patient  who  has  varices,  an 
esophageal  hemorrhage  can  be  precipitated 
by  ACTH.”  N.  Y.  Academy  of  Med.,  loc. 
tit.,  p.  65. 

32.  “ But  we  wish  to  draw  atten- 

tion to  an  early  symptom  which  appears  so 
far  to  have  escaped  general  recognition.  It 
is  the  inane  civility  which  some  cirrhotic 
patients  exhibit  before  the  actual  phase  of 
coma  develops.  We  have  come  to  the  regret- 
able  though  comforting  conclusion  that  the 
choleric  temperament,  when  present  in  pa- 
tients with  cirrhosis,  is  evidence  of  relatively 
stable  though  defective  liver  function,  where- 
as a change  to  repetitive  politeness  or  point- 
less agreeability  should  be  regarded  as  a 
symptom  of  incipient  coma  and  therefore 
viewed  with  grave  suspicion.”  The  Lancet, 
Feb.  6,  1954,  p.  284. 
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PROCEEDINGS  OF  THE  NEW  ENGLAND  CARDIOVASCULAR  SOCIETY 
Fibrinolysis  in  Normal  and  Pathologic  Conditions* 

By  Mario  Stefanini,  M.  D.,**  New  England  Center  Hospital,  Boston 


The  purpose  of  this  presentation  is  that 
of  discussing  some  work  recently  conducted 
on  three  aspects  of  the  physiopathology  of 
the  fibrinolytic  system: 

A.  The  nature  and  control  of  fibrinolysis, 

B.  The  role  of  fibrinolysis  in  some  hem- 
orrhagic diseases, 

C.  The  role  of  fibrinolysis  in  thromboem- 
bolism and  attempts  to  activate  fibrin- 
olysis in  vivo. 

There  exists  in  the  circulating  human 
blood  a system  potentially  able  to  destroy 
the  clot  formed  at  the  site  of  vascular  injury 
following  trauma.  The  system  consists  of  a 
proenzyme  (pro-fibrinolysin) , activator (s) 
(found  in  tissue  extracts)  and  an  active 
enzyme  (fibrinolysin) . Both  the  activation 
and  action  of  fibrinolysin  are  antagonized  by 
inhibitors  (antifibrinolysokinase ; antifibrin- 
olysin ) ( Figure  1 ) . 

Figure  1 : The  fibrinolytic  system 
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The  balance  of  activators  and  inhibitors, 
fibrinolysin  and  antifibrinolysin  is  very  deli- 
cate but  well  controlled  “in  vivo.”  Practically 
no  lysis  of  the  clot  is  observed  under  normal 
conditions,  although  fibrinolysin  may  be 
demonstrated  to  develop  during  blood  coagu- 
lation, but  is  promptly  inactivated  by  anti- 
fibrinolysin. Recent  work  seems  to  indicate 
that  the  control  of  the  fibrinolysin-antifibrin- 
olysin  equilibrium  is  under  the  influence  of 
the  pituitary-adrenal  axis,  the  spleen  acting 
as  a mediator  in  a poorly  understood  manner. 

Activation  of  fibrinolysin  “in  vivo”  occurs 
when  tissular  material  (kinases)  gain  en- 
trance into  the  circulation  and,  less  likely, 
through  other  mechanisms.  Uterus  and  lungs 
are  particularly  rich  in  kinase  and  pulmonary 
surgery  and  obstetrical  emergencies  are  pro- 
minent among  conditions  in  which  fibrin- 
olysis is  noted,  and  severe  bleeding  ensues. 
Transfusion  reactions,  severe  trauma,  burns, 


"'Aided  by  grant-in-aid  from  the  American  Heart  Association. 
"""Established  Investigator,  American  Heart  Association. 


etc.,  are  also  accompanied  by  fibrinolysin. 
Bleeding,  in  all  these  cases,  is  due  to  pro- 
teolysis of  fibrin  and  fibrinogen.  Other  co- 
agulation proteins  (prothrombin,  labile  com- 
ponent, stable  component,  etc.)  are  often 
equally  affected.  A condition  of  great  inter- 
est is  represented  by  the  hemorrhagic  diathe- 
sis which  accompanies  premature  separation 
of  placenta.  The  severe  defibrination  which 
is  typical  of  this  syndrome  probably  recog- 
nizes several  mechanisms:  (a)  activation  of 
fibrinolysis  due  to  entrance  of  uterine  tissue 
extract  in  the  circulation;  (b)  intravascular 
coagulation  with  consequent  severe  hypofi- 
brinogenemia  due  to  entrance  of  thrombo- 
plastic,  amniotic  material  in  the  circulation, 
and,  less  likely;  (c)  a fibrinogenemia  due  to 
arrest  of  production  of  fibrinogen  from  the 
liver.  Another  interesting  situation  is  that 
found  in  carcinoma  of  the  prostate  with 
extensive  dissemination.  An  excess  of  a pro- 
teolytic enzyme  produced  by  prostatic  tissue 
causes  severe  destruction  of  fibrinogen,  fi- 
brin and  other  coagulation  proteins.  There 
is  no  doubt  that  fibrinolysis  is  responsible 
for  bleeding  more  frequently  than  it  is  com- 
monly recognized,  as  we  have  shown  with 
delicate  methods  for  the  detection  of  the 
minimal  amount  of  clot  lysis,  which  have 
been  developed  in  this  Laboratory.  It  is  of 
some  interest  that  the  administration  of 
ACTH  and  Cortisone  may  reduce  either  the 
activation  or  the  very  activity  of  fibrinolysin. 

Evidence  of  a possible  role  of  the  fibrin- 
olytic system  in  the  pathogenesis  of  thrombo- 
embolism is  supplied  by  the  observation  that 
the  antifibrinolysin  titer  is  increased  in 
thromboembolic  disease.  More  interesting  is 
the  possibility  of  utilizing  activation  of  fi- 
brinolysin to  dissolve  clots  formed  within 
the  circulation.  For  this  purpose,  we  have 
used  the  intravenous  administration  of  strep- 
tokinase, a bacterial  extract  which  activates 
fibrinolysin.  A method  has  been  developed 
to  determine  “in  vitro”  the  amount  of  strepto- 
kinase needed  to  activate  fibrinolysin  opti- 
mally. The  intravenous  administration  of 
purified  preparations  of  streptokinase  is 
feasible  and  safe.  Prolonged  administration 
permits  the  maintenance  of  a level  of  fibrin- 
olysis which  is  (a)  effective  by  “in  vitro” 
tests;  (b)  capable  of  dissolving  clots  and 
thrombi  produced  experimentally  in  the  ani- 
mal. Evaluation  of  this  agent  in  the  therapy 
of  thromboembolism  in  man  is  being  pursued 
at  present. 
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The  Electrocardiogram  in  Potassium  Depletion:  its  Relation  to 
Serum  Concentration  and  Potassium  Balance 

By  William  B.  Schwartz,  M.  D.,  Harold  D.  Levine,  M.  D., 
and  Arnold  S.  Relman,  M.  D„  New  England  Medical  Center.  Boston 


The  correlation  between  the  electrocardio- 
gram, the  potassium  balance  and  the  serum 
potassium  concentration  was  analyzed  in 
fourteen  balance  studies  on  eleven  subjects 
with  varying  degrees  of  potassium  depletion 
resulting  from  diarrhea,  or  from  the  admin- 
istration of  DOCA,  Compound  F,  or  acidi- 
fying salts. 

In  only  half  the  observations  on  subjects 
depleted  of  40  to  550  mEq.  of  potassium  did 
the  electrocardiogram  show  evidence  of  po- 
tassium deficiency.  The  changes  which  oc- 
curred were  not  quantitatively  related  to  the 
potassium  balance  or  to  the  serum  concentra- 
tion. There  was  sometimes  a lag  of  one  or 
more  days  in  the  electrocardiographic  re- 
sponse to  acute  loss  or  retention  of  potassium. 


Only  in  the  Compound  F subjects  were  there 
significant  losses  of  nitrogen,  and  in  these 
cases  the  uncorrected  potassium  balance  was 
better  correlated  with  the  electrocardiogram 
than  was  the  balance  corrected  for  nitrogen. 
None  of  the  subjects  with  acidosis  developed 
electrocardiographic  evidences  of  potassium 
depletion. 

It  is  concluded  that  the  electrocardiogram 
in  potassium  depletion  is  consistently  related 
neither  to  potassium  balance  nor  to  serum 
potassium  concentration  and  that  it  cannot 
be  relied  upon  as  a guide  in  the  diagnosis  or 
therapy  of  this  condition.  No  conclusions  can 
be  drawn  about  the  relationship  of  the  elec- 
trocardiogram to  intramyocardial  potassium 
concentration. 


A Method  for  Gradual  Occlusion  of  the  Internal  Carotid  Artery 

in  the  Treatment  of  Aneurysm 

By  Bertram  Selverstone,  M.  D.,  and  James  C.  White,  M.  D. 

New  England  Medical  Center,  Boston 


Ligation  of  the  internal  carotid  artery  is 
a procedure  of  therapeutic  or  prophylactic 
value  in  certain  patients  with  intracranial 
arterial  aneurysms,  arteriovenous  fistulae, 
and  other  major  vascular  malformations. 
Since  a number  of  patients,  especially  those 
over  50  years,  develop  hemiplegia,  hemipare- 
sis,  or  other  untoward  neurologic  signs  after 
carotid  ligation,  it  was  considered  desirable 
to  determine  whether  gradual  occlusion  of 
the  vessel  over  a period  of  several  days  would 
be  advantageous.  Accordingly,  a stainless 
steel  clamp  has  been  devised  which  permits 
the  internal  carotid  artery  to  be  gradually 
occluded  over  a period  of  several  days.  Its 
emerging  stem  can  then  be  removed  without 
the  necessity  for  a second  operation,  permit- 
ting the  clamp  itself  to  remain  permanently 
in  place.  During  the  period  of  gradual  occlu- 
sion blood  flow  can  be  increased  at  any  time 
should  partial  occlusion  cease  to  be  tolerated 
Details  of  the  clamp,  its  method  of  applica- 
tion, and  removal  of  the  stem  are  demon- 
strated by  means  of  lantern  slides.  Clinical 
histories  are  presented  which  illustrate  the 


use  of  the  clamp  in  the  treatment  of  each  of 
the  conditions  noted  above.  In  two  of  the 
three  patients  described,  attempts  at  imme- 
diate total  ligation  had  not  been  tolerated 
whereas  gradual  occlusion  was  possible  with- 
out neurologic  sequelae.  Carotid  pressure 
tracings  are  presented,  illustrating  the  effect 
of  the  clamp.  Possible  complications  of  its 
use  are  described  together  with  methods  for 
their  prevention. 


Texas  Post-Graduate  School 
Will  Open  In  El  Paso 

The  first  teaching  session  of  the  recently- 
established  El  Paso  branch  of  the  University 
of  Texas  Post-graduate  School  of  Medicine 
will  be  held  in  El  Paso  June  13  at  Providence 
Memorial  Hospital. 

Heart  disease  will  be  the  subject  of  the 
session,  which  will  start  at  8:30  a.  m.  The 
Texas  Chapter  of  the  American  Academy  of 
General  Practice  will  give  an  eight  hour 
credit  for  the  course. 
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El  Paso  General  Hospital 


Frederick  P.  Bornstein,  M.  D.,  Editor 
Case  No.  A-237 

Presentation  of  Case  By  Dr.  H.  P.  Borgeson 


Present  Complaint : 

This  59  year  old  woman  was  admitted 
January  6,  1954  with  presenting  complaints 
of  abdominal  pain,  abdominal  swelling  and 
vomiting  for  three  weeks. 

Past  History: 

Eighteen  years  ago  the  patient  had  a left 
radical  mastectomy  for  carcinoma  of  the 
breast.  She  received  post-operative  radiation. 

Present  Illness: 

Pour  years  ago  patient  first  noted  abdo- 
minal pain  and  abdominal  swelling  accom- 
panied by  diarrhea.  She  apparently  recov- 
ered spontaneously.  One  year  ago  the  patient 
had  a recurrence  of  the  abdominal  pain  and 
swelling  accompanied  by  jaundice  and  vomit- 
ing. Two  months  prior  to  admission  the  pain 
and  abdominal  swelling  recurred  without 
jaundice  and  have  continued  to  admission. 
Patient  noted  that  her  stools  were  very  light. 
She  had  anorexia,  headache,  and  moderate 
edema  of  the  feet  and  ankles.  She  did  not  have 
dyspnea,  orthopnea,  hematemesis,  melena  or 
diarrhea.  Patient  had  been  treated  for  ap- 
proximately one  year  with  Digitalis,  Ammo- 
nium chloride,  Mercuhydrin,  Aminophylline, 
vasodilators  and  a low  salt  diet.  She  was 
referred  to  the  hospital  when  she  failed  to 
improve  under  treatment. 

Systems  Review 

Positive  findings  are  noted  in  the  present 
illness. 

General : 

No  weight  loss. 

Ears : 

Chronic  draining  otitis  media  right  for 
three  years. 

Cardiovascular : 

Hypertension  discovered  one  year  ago. 
Female  Reproductive : 

Amenorrhea  since  1936  (date  of  post- 
operative radiation). 

Family  History: 

No  familial  or  chronic  contagious  diseases. 

Physical  Examination: 

Temperature  98.6,  Pulse  90,  Respirations 
20,  Blood  Pressure  200/100.  Weight  approxi- 
mately 150.  Patient  is  a well  oriented,  alert 
white  female  with  no  acute  distress. 


Skin : 
Head : 


Ears : 


Nose,  mouth 
and  throat: 
Neck: 

Lymplinodes : 
Chest : 


No  gross  jaundice  demon- 
strated. 

Pupils  and  EOM  negative. 
Opthalmoscopic  examina- 
tion shows  moderate  nar- 
rowing of  the  arteries.  Some 
arterio-venous  nicking.  No 
other  abnormalities. 

Right  drum  perforation 
with  small  amount  of  cloudy 
discoloration.  Left  drum 
scarred  but  intact. 

No  lesions  or  inflammation. 
No  apparent  masses. 

No  axillary,  neck,  or  in- 
guinal nodes  noted. 
Respirations  normal  with- 
out distress. 


Breast : 


Heart : 


Lungs : 
Abdomen : 


Female 
genitalia : 


Bones,  Joints 
and  muscles : 


Left  breast  and  anterior 
chest  muscles  are  absent. 
There  is  a scar  running  into 
the  axilla  from  the  anterior 
chest. 

Enlarged  to  the  left  apex 
in  the  sixth  intercostal 
space  of  the  axillary  line. 
A short  systolic  murmur  is 
heard  at  the  apex. 

Wheezes  and  rales  are  heard 
bilaterally  in  the  bases. 

Distended,  dull  to  percus- 
sion with  a very  large  fluid 
wave.  The  liver  is  enlarged 
4 to  5 cm.  by  percussion. 
Senile  atrophy  of  the  va- 
gina. No  lesion  of  cervix. 
Bimanual  examination  was 
not  satisfactory  because  of 
the  large  amount  of  fluid. 
Additional  examinations 
failed  to  demonstrate  any 
lesion  or  mass  in  the  pelvis. 

No  abnormalities. 


Extremities:  One  plus  edema  of  the  an- 

kles bilaterally.  The  lower 
legs  show  scars  of  healed 
ulcerations. 
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Neurological  Deep  tendon  reflexes,  sen- 
Examination : sitivity  and  coordination 
are  not  remarkable. 

Laboratory  Findings  on  Admission: 

CBC:  RBC  4.29 
Hb.  13.4 
WBC  6,000 

Diff.  — Segs.  58,  Lymphs  33, 
Monos  0. 

Urinalysis:  Specific  Gravity  1.014 
Albumin  1 + 

Sugar  trace 
WBC  2-3/HPF 
RBC  1-2/HPF 
Urobilinogen  — - Positive 

Blood  Chemistry:  Van  den  Bergh  — 
Direct  0.25  Mg.  % 
Indirect  0.53  Mg.  % 
Cephalin  Cholesterol 
Flocculation  — 

24  hrs.  0 
48  hrs.  1 + 

Total  Protein  — 5.1 
Albumin  2.6 
Globulin  2.5 
Prothrobin  — 

Time  100% 

Serology  — Doubtful, 
not  repeated. 

Laboratory  Findings  for  1-24-54: 

CBC:  RBC  4.25 

Hb.  12.7  gms. 

WBC  28,150 

Diff.  — Stabs  1,  Segs  78, 

Lymphs  18,  Monos  2. 

Urinalysis:  Specific  Gravity  — 1.025 
Albumin  — ■ Trace 
Sugar  — Negative 
WBC  — Many 

BUN  — 43  mg.  % 

Total  Protein  — 5.0 

Albumin  — 2.3  and  Globulin  — 2.7. 

BSP  — -70%  retained  in  45  min. 

Alkaline  Phosphatase  — 1.4  units. 

Icterus  Index  — 20 

Protein  Bound  Iodine  — 

6.3  micrograms. 

Laboratory  Findings  for  2-2-54: 

Urinalysis:  Albumin  — trace. 

Sugar  — Negative 
WBC  — 5-8/fIPF 
RBC  — Many 

CBC:  RBC  — 3.96 
WBC  — 12.950 
Hb.  — • 13.8  gms. 

Diff.  — Segs  83, 

Lymphs  11,  Monos  6. 


Tissue  Report : Paracentesis  fluid  negative 
for  tumor  cells. 

X-Ray:  Chest  negative  for  metastases  or  con- 
gestive failure. 

Abdomen  negative  for  evidence  of 
opaque  calculi. 

Barium  Enema  — Diverticulum  of 
colon.  No  evidence  of  malignancy. 

Course  In  the  Hospital: 

Patient  on  admission  was  not  jaundiced, 
but  developed  jaundice  after  approximately 
two  weeks.  Her  ascites  persisted  despite  re- 
peated paracenteses.  The  fluid  was  clear, 
straw  colored.  Her  liver  could  no  longer  be 
felt  by  palpation.  For  the  last  week  before 
death  she  was  comatose  and  during  the  last 
two  days  developed  diffuse  subcutaneous  and 
rectal  hemorrhages.  Just  before  death  she 
developed  generalized  convulsions.  Her  eyes 
were  pulled  to  the  right.  Her  blood  pressure 
dropped  despite  vasoconstrictors.  No  neoro- 
logical  changes  were  noted  during  the  last 
week.  Patient  ran  a fever  of  about  100  de- 
grees for  the  last  four  to  five  days. 

Patient  received  the  following  during  her 
entire  hospitalization: 

Digitalis,  Mercuhydrin,  and  ammonium 
chloride. 

The  following  were  given  as  a terminal 
therapy:  Vitamin  K and  penicillin. 

The  patient  expired  on  February  10,  1954, 
one  month  after  admission. 

Discussion  of  X-Ray  by  Dr.  C.  C.  McVaugli : 

I differ  a little  bit  with  this  protocol. 
I believe  this  chest  shows  a definite  pulmo- 
nary congestion.  There  is  a left  cardiac  hy- 
pertrophy and  widening  of  the  thoracic  aorta 
but  there  is  a definite  cardiac  decompensation 
associated  with  the  cardiac  enlargement.  I 
believe  it  looks  like  a hypertensive  cardio- 
vascular affair.  1 do  not  see  any  evidence 
of  metastases  just  as  reported  here  on  the 
protocol. 

Abdomen : There  is  nothing  visible  on  the 
film  and  that  is  significant,  in  that  you  can- 
not distinguish  liver,  spleen,  psoas  muscles, 
etc.,  which  I think  is  indicative  of  fluid  in 
the  abdomen.  It  has  an  overall  uniform  hazi- 
ness. I notice  that  the  protocol  records  a 
large  liver  three  or  four  finger  breadths  be- 
low the  costal  margin,  however,  I cannot 
identify  the  liver  in  the  abdomen  at  all  which 
is  probably  due  to  an  ascites. 

Question  by  Doctor  Carter.  Will  you  please 
discuss  the  spleen.  Dr.  McVaugh:  I cannot 
identify  the  spleen  because  the  chest  films 
are  too  light  for  abdominal  organs  and  I can- 
not identify  the  spleen  on  either  of  the  films. 
Perhaps  on  this  one  the  kidney  shadows  are 
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faintly  seen.  I see  no  evidence  of  metastases 
in  the  visible  skeletal  structures. 

Barium  Enema:  The  barium  enema  re- 
cords a diverticulum  of  the  colon.  It  does 
show  on  the  spot  film  taken  here.  I don’t 
know  if  it  is  important  at  all.  There  are  a 
number  of  small  diverticula  here.  Otherwise, 
I do  not  see  any  evidence  of  organic  lesions 
in  the  large  bowel  other  than  the  diverticu- 
lum. I believe  the  colon  appears  to  be  nega- 
tive. 

The  findings  as  far  as  X-ray  is  concerned 
are  principally  that  of  a congestive  failure 
with  ascites. 

Differential  Diagnosis  by  Dr.  W.  I.  Coldwell: 

In  this  case,  one  must  first  consider  the 
various  causes  of  ascites,  since  the  patient 
obviously  has  fluid  in  abdomen.  In  the  first 
place,  we  must  consider  cardiovascular  dis- 
ease. In  favor  of  this,  as  stated  by  Dr.  Mc- 
Vaugh,  is  the  fact  that  the  patient  has  car- 
diac enlargement.  She  has  congestive  heart 
failure.  The  blood  pressure  is  elevated.  There 
is  slight  edema  of  the  ankles.  Against  that 
diagnosis  as  being  the  primary  cause  of  the 
patient’s  ascites  and  other  disease,  is  the 
fact  that  the  patient  is  stated  to  be  in  no 
acute  distress.  It  seems  that  a patient  who 
is  in  that  severe  state  of  congestive  heart 
failure  would  be  dyspneic,  would  have  some 
orthopnea,  etc.,  which  this  patient  does  not 
have.  The  eye  grounds  are  stated  to  show 
hypertensive  vascular  change  which  would 
coincide  with  the  diagnosis  of  hypertension. 
There  are  basal  rales  noted  and  wheezes.  I 
do  not  know  if  the  patient  had  asthma,  but 
at  least  it  states  that  she  had  asthmatic  type 
breathing.  Another  point  in  favor  of  cardio- 
vascular disease  is  the  form  of  treatment 
that  she  received  prior  to  and  during  her 
hospitalization:  Digitalis,  Ammonium  chlo- 
ride, Mercuhydrin,  Aminophyllin  and  low 
salt  diet.  No  mention  is  made  of  any  other 
form  of  treatment.  In  the  laboratory  find- 
ings, to  substantiate  a diagnosis  of  cardio- 
vascular-renal disease  is  the  presence  of 
albuminuria.  The  fact  is  that  there  is  blood 
in  the  urine  and  that  there  is  a low  serum 
albumin  which  might  be  caused  by  primary 
renal  disease  or  renal  vascular  disease.  How- 
ever, there  is  one  note  of  a specific  gravity 
of  1.025,  good  concentration,  which  on  a 
routine  specimen  would  certainly  be  against 
any  marked  renal  disease.  There  is  no  men- 
tion made  of  an  EKG  which  would  be  of  some 
help  in  the  diagnosis  of  cardiac  disease.  The 
pulse  rate  is  90.  It  is  not  stated  whether  it 
is  regular  or  irregular,  however,  we  assume 
that  it  must  be  regular.  I think  this  patient 
did  have  hypertensive  cardiovascular  disease 


with  cardiac  decompensation,  but  I do  not 
think  that  that  is  the  primary  cause  of  death. 

Second  Place 

In  the  second  place  one  thinks  of  the 
gastro-intestinal  tract  and  first  of  malignant 
disease.  The  patient  had  a carcinoma  of  the 
breast  about  eighteen  years  before  her  pres- 
ent illness  began  which  seems  a rather  long 
interval  before  metastatic  disease  would  de- 
velop. She  does  not  have  evidence  of  weight 
loss,  apparently  no  cachexia  and  no  other 
signs  of  long  standing  malignancy  in  the 
abdomen.  There  is  no  evidence  of  tumor  cells 
in  the  ascitic  fluid.  There  are  no  nodes  pres- 
ent. The  liver  is  stated  to  be  enlarged  at  the 
original  examination.  I assume  that  exami- 
nation was  done  following  a paracentesis 
because  I find  it  rather  difficult  to  percuss 
the  liver  with  a large  amount  of  fluid  in  the 
abdomen.  The  fact  that  the  liver  did  recede 
in  size,  if  we  were  to  believe  the  protocol, 
would  certainly  be  against  metastatic  dis- 
ease in  the  liver.  It  is  not  stated  whether 
the  liver  is  smooth  or  what  the  surface  is 
like.  The  lack  of  nodularity  is  against  malig- 
nant disease.  The  symptoms  of  the  present 
illness  date  back  four  years  which  would 
be  a long  time  without  other  evidence  of 
malignant  disease.  The  blood  count  is  rela- 
tively normal ; again  that  is  against  malig- 
nancy. It  would  have  been  interesting  to 
have  had  an  upper  gastro-intestinal  X-ray 
to  determine  whether  there  is  any  primary 
disease,  or  an  extrinsic  mass  particularly  as 
to  widening  of  the  duodenal  loop  indicating 
pancreatic  disease. 

The  pelvis  is  stated  as  being  negative 
which  certainly  is  against  a primary  pelvic 
malignancy  with  peritoneal  implants.  So  to 
get  the  diagnosis  of  this  case  one  must  go  on 
to  the  non-malignant  disease  of  the  abdomen. 

Various  Causes 

Although  there  are  factors  against  it,  the 
various  causes  of  portal  hypertension  must 
be  considered  primarily  in  this  patient’s 
diagnosis.  The  causes  of  portal  hypertension 
are  those  of  either  intrahepatic  or  extra- 
hepatic  disease.  Intrahepatic  disease  is 
almost  entirely  cirrhosis  of  the  liver.  The 
extrahepatic  causes  may  be  many.  There 
may  be  tumors,  malignant  or  otherwise, 
compressing  the  portal  radicle,  inflammatory 
processes  of  various  types,  granulomas, 
thromboses,  and  the  disease  may  arise  in  the 
venous  wall  itself.  We  had  a case  here  some 
time  ago  of  Chiari’s  Syndrome.  However,  I 
don’t  think  Fred  would  give  us  another  one 
of  those. 

It  is  possible  that  this  patient  could  have 
had  a phlebosclerotic  condition.  Syphilis  is 
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a possible  cause  of  phlebitis  in  the  portal 
veins.  This  patient  had  a doubtful  blood 
serology.  It  is  reported  that  it  was  not  re- 
peated; if  she  had  syphilis  that  would  be  a 
possibility.  Various  blood  dyscrasias  notably 
polycythemia  vera  may  cause  spontaneous 
vascular  blockage  and  this  may  be  either  in 
the  hepatic  veins  or  in  the  portal  veins.  A 
rare  possibility  would  be  vascular  change 
as  the  result  of  radiation  therapy.  The  pa- 
tient is  stated  to  have  had  amenorrhea  since 
the  date  of  radiation.  She  must  have  had 
radiation  somewhere  except  over  the  breast 

clI'Gcl.  jp..  . 

Diarrhea 

The  patient  had  diarrhea.  She  had  an 
intermittent  history  of  disease  with  some 
jaundice  intermittently.  She  had  apparently 
intermittent  ascites.  She  had  pain,  gastro- 
intestinal symptoms  of  vomiting,  nausea,  etc. 
It  is  not  stated  whether  stool  examinations 
were  made.  I think  that  they  probably  should 
have  been.  There  is  a possibility  of  amebiasis 
with  an  amebic  hepatitis,  a smoldering  pro- 
cess that  recurs  from  time  to  time  which 
might  possibly  lead  to  fibrosis  and  perma- 
nent change  in  the  liver. 

Against  the  diagnosis  of  portal  hyperten- 
sion, this  patient  had  no  melena,  no  hema- 
temesis  and  no  evidence  of  esophageal  varices 
or  splenomegaly.  At  lease  no  mention  was 
made  of  the  latter.  However,  those  findings 
aren’t  completely  necessary  to  make  the  diag- 
nosis of  portal  obstruction.  Another  thing 
that  one  would  consider  in  this  case  would 
be  disease  of  the  pancreas.  It  is  possible  to 
get  chronic  relapsing  pancreatitis  which 
could  give  a history  of  intermittent  abdo- 
minal symptoms  as  this  patient  has  had.  It 
could  cause  obstructive  jaundice  and  cer- 
tainly can  cause  portal  obstruction  but  not 

commonly.  _ 

Frotocol 

In  looking  over  the  protocol  there  are 
several  things  that  come  to  mind.  In  the 
laboratory  findings  in  favor  of  parenchymal 
liver  disease  is  the  fact  that  the  total  protein 
is  slightly  decreased,  especially  the  albumin, 
on  two  occasions.  There  is  no  mention  made 
of  whether  there  is  bile  in  the  urine.  The 
color  of  the  urine  is  not  stated.  The  Van 
den  Bergh  is  normal  on  admission.  Later 
the  icteric  index  was  definitely  elevated.  The 
prothrombin  time  is  normal  which  is  against 
rather  widespread  liver  disease.  The  BSP 
test  in  the  presence  of  jaundice  is  rather  un- 
reliable, however,  a 70  per  cent  retention 
certainly  favors  marked  liver  damage.  The 
cephalin  flocculation  is  normal  which  is 
against  liver  damage.  The  alkaline  phospha- 
tase being  normal  is  quite  strongly  against 
obstructive  jaundice.  Why  the  protein  bound 


iodine  was  done  I don’t  know  but  it  is  normal. 
The  patient  evidently  has  some  renal  disease. 
She  has  albuminuria  persistently.  She  had 
many  white  blood  cells  in  the  second  speci- 
men. She  has  an  increased  white  blood  count 
probably  secondary  to  pyelonephritis.  She 
has  on  the  last  urinalysis  red  cells  and  very 
few  white  cells.  She  had  nitrogen  retention 
as  evidenced  by  the  BUN  of  43  mg.  per  cent. 
There  are  enough  findings  in  this  case  to 
state  that  this  patient  had  parenchymal  liver 
disease.  I believe  that  she  had  cirrhosis  of 
the  liver  as  a primary  diagnosis.  I think  that 
there  may  have  been  recurrent  episodes  of 
acute  hepatitis.  The  liver  was  enlarged  at 
the  first  examination  and  it  was  due  possibly 
to  a combination  of  chronic  passive  conges- 
tion on  the  basis  of  cardiac  decompensation 
plus  some  fatty  infiltration.  The  liver  is 
stated  to  be  not  enlarged  at  a later  examina- 
tion. I think  that  she  also  had  hypertensive 
cardiovascular  disease  and  pyelonephritis. 
From  the  terminal  history  it  would  sound  as 
though  she  died  in  liver  coma  probably  also 
in  uremia,  with  uremic  colitis  as  well  as 
hypoprothrombinemia  secondary  to  wide- 
spread liver  damage  causing  the  rectal 
hemorrhage. 

Dr.  Celso  C.  Stapp : 

The  question  of  amenorrhea  on  this  pa- 
tient came  up.  I would  just  like  to  state  that 
she  did  have  radiation  over  her  ovaries  due 
to  the  fact  of  the  malignancy  of  the  breast. 
That  is  considered  as  good  procedure. 

Dr.  Branch  Craige : 

Dr.  Coldwell  has  covered  this  discussion 
very  adequately  and  I agree  with  his  con- 
clusions. One  possibility  remains,  however, 
that  the  woman  might  have  had  a recurrence 
of  a carcinoma  of  the  breast,  because  those 
carcinomas  do  occur  sometimes  very  late. 
However,  the  fact  that  she  has  apparently 
made  spontaneous  recoveries  from  two  or 
three  relapses  within  the  last  four  years 
lends  support  to  the  diagnosis  of  cirrhosis 
of  the  liver  as  a primary  diagnosis. 

Dr.  J.  C.  Carter: 

Dr.  Coldwell  covered  the  field  very  well. 

I think  the  laboratory  data  was  very  mis- 
leading, but  from  the  history  and  her  ter- 
minal condition,  my  guess  would  be  that  she 
had  cirrhosis  following  viral  hepatitis  about 
a year  or  two  ago  and  terminally  she  had 
a massive  necrosis  with  acute  uropathy. 

Dr.  C.  E.  Webb: 

I was  wondering  about  the  cephalin  floc- 
culation being  normal  which  apparently  it  is 
or  relatively  so,  only  1 per  cent  in  48  hours. 

I don’t  believe  that  malignancy  enters  into 
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it  and  the  only  possible  surgical  thing  is  the 
possibility  of  associated  gall  stones  which 
may  account  for  some  of  the  pain  and  in- 
crease in  white  count. 

Clinical  Diagnosis: 

1.  Metastatic  carcinoma  of  the  liver. 

2.  Hypertensive  heart  disease. 

Dr.  William  I.  Coldwell’s  Diagnosis: 

1.  Cirrhosis  of  the  liver. 

2.  Chronic  pyelonephritis. 

3.  Hypertensive  heart  disease. 

Anatomical  Diagnosis: 

1.  Cirrhosis  of  the  liver,  Laennec’s  type 
with  ascites,  icterus  and  multiple  pe- 
techial hemorrhages. 

2.  Chronic  pyelonephritis. 

3.  Surgical  absence  of  left  breast. 

Dr.  Frederick  P.  Bornstein: 

After  Dr.  Coldwell’s  excellent  discussion 
the  autopsy  findings  should  not  hold  much 
of  a surprise  for  anybody.  The  external 
examination  showed  the  body  of  a well  de- 
veloped, well  nourished,  elderly  woman.  The 
skin  was  markedly  icteric  and  showed  a great 
number  of  petechial  hemorrhages.  The  left 
breast  was  missing  and  there  was  an  old 
healed  scar.  Upon  opening  about  500  cc.  of 
fluid  was  removed  from  the  peritoneal  cavity. 
The  peritoneum  was  smooth,  glistening  and 
no  tumor  nodules  were  present.  The  organs 
of  the  thorax  did  not  show  any  significant 
gross  abnormalities.  Surprisingly  enough 
the  heart  was  of  approximately  normal  size. 
The  liver  weighed  1090  grams.  The  liver 
was  of  extremely  firm  consistency.  The  sur- 
face showed  the  typical  hob-nailed  appear- 
ance of  Laennec’s  cirrhosis.  As  a matter  of 
fact  the  appearance  was  so  typical  that  I did 
not  even  find  it  necessary  to  photograph  it. 
The  liver  cut  with  increased  resistenee.  On 
cut  section  the  normal  hepatic  pattern  had 
disappeared.  Instead  there  were  irregular 
pale  gray  and  yellow  nodules  separated  from 
each  other  by  bands  of  fibro-connective  tis- 
sue. The  pancreas  showed  a few  areas  of 
fatty  necrosis.  The  kidneys  showed  consid- 
erable difference  in  size,  the  left  being  much 
larger  than  the  right  and  on  stripping  the 
capsule  numerous  pitted  scars  were  noted. 
Also  present  were  a few  small  infarctions 
in  the  renal  cortex. 

The  microscopic  examination  of  the  liver 
again  showed  the  classical  pattern  of  Laen- 
nec’s cirrhosis.  The  kidney  in  addition  to 
the  small  infarction  showed  the  changes  of 
chronic  pyelonephritis.  Careful  search  failed 
to  reveal  the  presence  of  any  metastatic 
lesions. 

Some  Survive 

In  concluding  this  case  a few  things  de- 


serve mention.  First,  in  spite  of  the  pes- 
simistic outlook  found  in  many  articles  in 
the  literature,  it  shows  that  some  people  do 
survive  their  carcinoma  and  die  much  later 
of  unrelated  diseases. 

In  evaluation  of  this  case  I did  cytology 
studies  on  the  peritoneal  fluid  which  were 
negative  for  tumor  cells.  In  my  experience 
pleural  and  abdominal  fluids  have  given  con- 
sistently the  most  reliable  results  on  cytologi- 
cal  examination,  compared  to  material  from 
other  sources.  It  is  especially  important  in 
this  connection  that  all  the  fluid  removed  be 
sent  to  the  laboratory  because  the  more  cells 
that  are  available  for  study  the  more  accu- 
rate the  diagnosis  will  be. 

From  the  morphological  standpoint  it  is 
noteworthy  that  the  liver  showed  a very 
marked  regenerative  activity  here.  This  is 
interesting  because  there  is  close  relationship 
between  carcinoma  of  the  liver  and  cirrhosis, 
inasmuch  as  a great  percentage  of  carci- 
nomas of  the  liver  arise  in  livers  with  cir- 
rhotic changes. 

In  summarizing  then  we  have  a case  of 
a 59  year  old  woman  who  fourteen  years 
after  a radical  mastectomy  started  to  develop 
ascites  and  had  attacks  of  jaundice  and  died 
four  years  later  of  cirrhosis  of  the  liver  un- 
related to  the  previous  carcinoma. 

New  Mexico  Medical . . . 

(Continued  from  Page  203) 
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Clinical  Notes  From  Grand  Rounds 


These  notes  are  abstracts  of  opinions  expressed  by 
staff  members  during  case  presentations  at  the  Medical 
Grand  Rounds  of  the  Pratt  Diagnostic  Clinic,  Boston. 

Staphylococcal  enteritis  is  an  increasingly 
common  complication  following  therapy  of 
other  infectious  diseases  with  broad  spec- 
trum antibiotics  such  as  oxytetracycline 
(Terramycin) , chlortetracycline  (Aureomy- 
cin),  and  chloramphenicol  (Chloromycetin). 
Its  increasing  frequency  is  due  to  the  fact 
that  many  staphylococci  are  resistant  to 
these  antibiotics.  In  mild  cases  there  may  be 
no  more  than  a little  diarrhea  that  subsides 
spontaneously ; some  cases,  however,  are 
quite  severe  and  exhibit  chills,  fever,  tox- 
emia, septicemia,  and  multiple  liver  absces- 
ses. The  diagnosis  is  established  by  making 
a direct  gram  stain  on  the  stool  and  noting 
numerous  leukocytes  and  clumps  of  staphy- 
lococci. Stool  cultures  on  blood  agar  may  be 
positive,  but  may  become  overgrown  with 
other  organisms  such  as  proteus  vulgaris. 
Fortunately,  at  present,  most  staphylococci 
are  sensitive  to  erythromycin  and  some  to 
streptomycin,  so  that  if  the  condition  is  re- 
cognized, prompt  treatment  with  them  can 
cure  the  disorder.  If  unrecognized  and  un- 
treated, death  may  ensue. 

* * * 

The  enthusiasm  for  sulfonamides  and 
antibiotics  as  means  of  combating  infection 
has  caused  some  older  but  worthwhile  me- 
thods of  anti-infectious  therapy  to  be  all  but 
forgotten.  Mandelic  acid  is  such  an  agent 
and  in  enterococcal  infections  of  the  urinary 
tract,  which  as  a rule  are  resistant  to  newer 
types  of  therapy,  mandelic  acid  is  the  ther- 
apeutic agent  of  choice. 


In  children  with  myxedema  or  in  adults 
with  myxedema  of  long  standing,  the  blood 
cholesterol  may  be  normal  instead  of  being 
elevated  as  in  the  usual  case  of  myxedema. 

❖ ❖ ❖ 

In  myxedema  the  reflexes  are  charact- 
erized by  fast  contraction  and  slow  relax- 
ation. 

In  chronic  respiratory  failure  due  to 
chronic  bronchitis,  bronchial  asthma,  pul- 
monary fibrosis,  and  emphysema,  right-sided 
heart  failure  (cor  pulmonale)  may  occur. 


The  congestive  phenomena  are  apt  to  prove 
quite  resistant  to  the  usual  forms  of  therapy 
with  digitalis,  mercurial  diuretics,  and  salt 
restriction.  The  administration  of  ammonium 
chloride  may  make  the  patient  worse  because 
of  aggravation  of  existing  respiratory  acid- 
osis. The  administration  of  oxygen  may  lead 
to  mental  confusion  and  coma  because  res- 
piration has  become  dependent  upon  the 
stimulus  of  lowered  oxygen  tension  in  ar- 
terial blood  rather  than  upon  accumulation 
of  carbon  dioxide.  Artificial  respiration, 
positive  pressure  breathing,  or  use  of  a res- 
pirator may  become  necessary.  Treatment 
requires  that  smoking  be  discontinued,  bron- 
chodilators  be  intensively  used,  and  that 
respiratory  acidosis  and  hypochloremia  be 
corrected.  A new  diuretic  agent,  “Diamox,” 
has  been  found  to  be  especially  useful  in  the 
control  of  this  situation.  It  enhances  the  el- 
imination of  sodium  and  bicarbonate  in  the 
urine  and  thus  promotes  loss  of  fluid  and 
retention  of  chloride.  Large  doses  of  Diamox 
may  cause  drowsiness  and  diminished  gastric 
secretion  but  in  small  doses  no  serious  side 
effects  have  been  noted. 

* * * 

Myasthenia  gravis  may  produce  a localized 
or  diffuse  weakness  and  fatigability  of  mus- 
cle. If  it  is  localized,  the  extraocular  muscles 
are  most  frequently  involved;  bulbar  (face, 
pharynx,  larynx,  and  jaw)  muscles  are  in- 
volved next  in  order  of  frequency.  Fatigab- 
ility of  the  lids  may  be  brought  out  by  caus- 
ing the  patient  to  look  steadily  upward  for 
several  minutes.  The  typical  myasthenic 
facies  is  one  in  which  the  brow  is  constantly 
wrinkled,  a result  of  attemting  to  keep  the 
eyes  open,  and  the  typical  myasthenic  voice 
has  a nasal  quality  because  of  pharyngeal 
weakness.  The  severity  of  the  disease  tends 
to  fluctuate,  and  all  cases  must  be  managed 
very  carefully,  because  the  disease  may  sud- 
denly become  much  worse.  Approximately 
ten  per  cent  of  patients  with  myasthenia 
gravis  have  tumors  of  the  thymus,  some  of 
which  are  malignant.  Removal  of  a tumor 
may  or  may  not  affect  the  course  of  the 
disease.  Neostigmine  bromide  is  still  the 
drug  of  choice  and  the  dosage  required  for 
maximal  improvement  must  be  adjusted  ac- 
cording to  individual  needs  and  may  vary 
from  60  to  360  mg  in  twenty-four  hours. 
Its  effect  is  short  lasting,  three  hours  or  less, 
and  the  medication  is  repeated  at  three-or 
four-hour  intervals. 
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MUMPS 

Aureomycin,  Chloramphenicol  And 
Terramycin  In  Mumps 

Sutliff,  W.  D.  & Barnes,  Z.  B.,  A.  M.  A. 
Arch.  Int.  Med.  91 :68,  1953 

Favorable  but  qualified  reports  have  ap- 
peared concerning  the  use  of  aureomycin, 
Chloromycetin  and  Terramycin  in  treatment 
of  mumps.  Sutliff  and  Barnes  found  these 
antibiotics  of  no  value  in  this  condition. 
“Aureomycin,  chloramphenicol  and  oxytetra- 
cycline  (Terramycin)  had  no  favorable  ef- 
fect upon  the  symptoms  of  mumps  orchitis 
and  . . . [we]  conclude  generally  that  the 
antibiotics  were  without  effect  in  the  treat- 
ment of  mumps.” 

Clinical  Clippings.  April,  1953. 


ACNE 

The  Cholesterol  Content  And  Iodine  Number 
Of  Human  Sebum 

Washburn,  S.  L.  & Liese,  G.  J .,  J.  Lab.  & 
Clin.  Med.  41:199,  1953 

The  role  of  sebum  as  a causative  factor 
in  acne  has  been  recently  emphasized.*  From 
this  study  it  is  evident  that  the  cholesterol 
content  of  sebum  drops  sharply  at  puberty 
but  no  chemical  or  physical  alterations  could 
be  detected  in  the  sebum  of  sebaceous  plugs 
which  might  be  significantly  related  to  the 
pathogenesis  of  acne.  The  authors  state  that 
lipid  comprises  only  about  25  per  cent  of  the 
dry  weight  of  sebaceous  plugs,  which  “leads 
us  to  de-emphasize  the  role  of  lipid  changes 
in  the  pathogenesis  of  sebaceous  gland  plug- 
ging.” 

* Clinical  Clippings,  April,  1933. 

Clinical  Clippings,  May,  1953. 


AM  A Television  Series  Used 
by  El  Paso  Society 

The  El  Paso  County  Medical  Society  was 
one  of  the  first  in  the  Southwest  to  arrange 
for  showings  of  the  entire  series  of  television 
films  recently  released  by  the  American 
Medicine  Association. 

An  excellent  response  to  the  films  was 
reported  by  the  station,  KTSM-TV.  The 
films,  available  through  the  AMA,  are 
“Operation  Herbert”,  “Your  Doctor”,  “A 
Citizen  Participates”,  and  the  “What  To  Do 
series. 


DERMATOLOGY 

Effects  Of  The  Resin  Of  Euphorbia  On 
Verrucae  Plantaris 

Goldblum,  R.  W.  & Curtis,  A.  C.,  J.  Invest. 
Dermatol.  20:45,  1953 

Sixty  patients  with  verrucae  plantaris 
were  treated  by  local  application  of  a 30  per 
cent  solution  of  euphorbia  resin  in  95  per 
cent  alcohol.  The  central  keratotic  area  was 
completely  removed  in  all  patients  within  96 
hours.*  After  paring  the  wart  the  euphor- 
bia solution  was  applied  to  the  central  por- 
tion. The  area  was  covered  with  tape  which 
was  left  in  place  for  48  hours.  The  procedure 
was  then  repeated.  A third  application  was 
required  in  a few  patients.  Local  application 
of  euphorbia  solution  caused  a sharp  burning 
sensation  but  no  other  skin  reactions  were 
produced. 

[*//  is  interesting  to  note  that  radiation  therapy  of  verrucae 
plantaris  is  successful  in  about  70  per  cent  of  cases. \ 

Clinical  Clippings,  May,  1953. 


SOUTHWEST 
BLOOD  BANKS 

Federally  licensed  and  supervised  by  physicians  from,  the 
Southwest  to  provide  Blood  and  Plasma  of 
highest  quality  on  a 2^-Hour  basis. 

SOUTHWEST  BLOOD  BANK  OF  ALBUQUERQUE 

1321  East  Central  — Telephone  3-2427 

H.  V.  Beighley,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  EL  PASO 

714  East  Yandell  Blvd.  — Telephone  3-4847 
L.  O.  Dutton,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  HOUSTON 

1112  Holman  St.  — Telephone  - Jackson  2063 
C.  C.  Shullenberger,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  LUBBOCK 

2114  19th  St.  — Telephone  3-9662 

Marie  L.  Shaw,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  PHOENIX 

4 South  Twelfth  Avenue  - — - Telephone  - ALpine  4-7264 
James  D.  Barger,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  SAN  ANTONIO 

1 12  Auditorium  Circle  — - Telephone  - BLackstone  5-2115 
Louis  J.  Manhoff,  Jr.,  M.  D.,  Medical  Director 
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Dr.  John  F.  Conway  is  Named  New  Mexico  Society  President 


Dr.  Conway 


Dr.  John  F.  Conway  of  Clovis,  New 
Mexico,  was  elected  president  of  the  New 
Mexico  Medical  Society  at  its  Seventy-second 
annual  meeting  in  Santa  Fe,  New  Mexico, 
May  13-15.  The  meeting  was  the  largest  in 


the  Society’s  history  with  an  attendance  of 
257. 

Other  officers  elected  were  Dr.  Stuart  W. 
Adler  of  Albuquerque,  president-elect;  Dr. 
Earl  Malone  of  Roswell,  vice-president;  and 
Dr.  Lewis  M.  Overton  of  Albuquerque,  se- 
cretary-treasurer. 

The  1955  meeting  will  be  held  in  Albu- 
querque during  the  first  week  in  May. 

Dr.  Conway,  who  succeeded  Dr.  A.  S. 
Lathrop  of  Santa  Fe  as  president,  has  been 
president  of  the  Board  of  Trustees  of  the 
New  Mexico  Physicians  Service  since  its 
start  in  1946  and  has  been  a member  of  the 
State  Board  of  Medical  Examiners  of  New 
Mexico  for  the  last  five  years. 

Dr.  Conway  was  born  in  Elmira,  N.  Y.,  in 
1909.  He  attended  Elmira  schools  and  re- 
ceived B.  A.  and  M.  A.  degrees  from  Bucknell 
University  and  his  M.  D.  degree  from  the 
University  of  Rochester  Medical  School.  He 
interned  at  the  Geisinger  Memorial  Hospital 
in  Danville,  Pa.,  where  he  also  took  his  re- 
sidency. He  was  at°Mayo  Clinic  from  1937 
to  1940  on  a Mayo  Foundation  Fellowship 
in  Surgery. 

From  1940  to  1942  he  engaged  in  private 
practice  at  the  Gunning  Clinic  in  Galesburg, 
111.  He  served  for  three  years  in  the  Army’s 
Medical  Corps  and  emerged  with  the  rank 
of  captain.  He  moved  to  Clovis  following 
World  War  II. 

His  practice  is  limited  to  surgery  and  he 
is  a Fellow  in  the  American  College  of  Sur- 
geons and  a Diplomate  of  the  American 
Board  of  Surgery.  Dr.  Conway  is  married 
and  the  father  of  three  children. 


Dr.  Blasingame  Succeeds  Dr.  Turner  in  Texas 


Dr.  George  Turner  of  El  Paso  was  suc- 
ceeded as  president  of  the  Texas  Medical 
Association  by  Dr.  F.  J.  L.  Blasingame  of 
Wharton,  Texas,  at  the  annual  meeting  of 
the  Association  May  1-5  in  San  Antonio. 

Other  new  officers  include  Dr.  J.  L. 
Cochran  of  San  Antonio,  president-elect,  and 
Dr.  Jim  Terrell  of  Stephenville,  Texas,  vice- 
president.  The  1955  convention  will  be  held 
in  Fort  Worth  next  May. 

Accomplishments  of  the  Association  under 
Dr.  Turner’s  administration  include  the  fol- 
lowing : 

1.  Study  of  a plan  to  put  a deductible 
clause  in  health  insurance  plans.  The  plan 
has  been  referred  to  the  Committee  on  Med- 
ical Economics  and  Insurance. 

2.  Establishment  of  a policy  to  guide  phy- 
sicians in  the  field  of  television. 

3.  Approval  of  a booklet  to  be  used  as  a 


guide  for  prospective  students  in  fields  as- 
sociated with  the  medical  jjrofession. 

4.  Clarification  of  the  physician-hospital 
relationship. 

5.  Reaffirmation  of  the  interest  in  and 
support  of  state  and  county  health  depart- 
ments. 

6.  Permanent  establishment  of  the  Texas 
Student  Day  program. 

7.  Permanent  establishment  of  an  annual 
meeting  of  county  medical  society  presidents 
in  Texas. 


Urological  Association  to 
Meet  in  New  York 

The  forty-ninth  Annual  Meeting'  of  the 
American  Urological  Association  will  be  held 
at  the  Waldorf  Astoria  Hotel,  New  York 
City,  May  31,  June  1,  2,  3,  1954. 
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President  Conway’s  Address  to  New  Mexico  Medical  Society 


I am,  of  course,  deeply  appreciative  of  the 
honor  of  being  chosen  as  your  president  for 
the  coming  year,  but  considerably  awed  by 
the  volume  and  importance  of  the  work 
which  must  be  done.  The  past  year  has  of- 
fered an  opportunity  to  gain  familiarity  with 
our  problems  by  observing  the  activities  of 
your  officers  in  their  efforts  to  carry  on  the 
business  of  the  State  Society  in  an  effective 
way.  At  the  same  time  that  I pledge  the  best 
of  which  I am  capable  during  the  coining 
year  it  must  be  emphasized  that  sincere  in- 
terest, willingness  to  work,  and  whole  heart- 
ed support  from  a great  majority  of  the 
members  of  this  society  are  essential  factors 
in  the  making  of  a satisfactory  year  for  New 
Mexico  medicine. 

Committees  composed  of  men  who  are  ca- 
pable and  enthusiastic  have  been  appointed. 
We  want  them  to  feel  free  to  seek  the  help 
and  guidance  of  the  Council  in  carrying  out 
their  work.  It  is  requested  that  they  make  a 
brief  report  of  their  activities  to  the  Council 
by  October  10th  and  again  by  January  10th 
for  its  information.  By  those  dates  there 
should  be  some  evidence  of  progress,  or  ob- 
stacles requiring  a revamping  of  their  pro- 
gram should  be  apparent.  There  are  very 
definite  problems  for  the  attention  of  each 
of  these  committees  to  which  in  addition 
other  matters  as  they  arise  will  be  referred. 

The  Legislative  Committee 

R.  C.  Derbyshire,  M.  D.,  Co-Chairman, 
Santa  Fe 

W.  O.  Connor,  Jr.,  M.  D.,  Co-Chairman, 
Albuquerque 

C.  L.  Womack,  M.  1).,  Carlsbad 
R.  P.  Beaudette,  M.  D.,  Baton 

H.  W.  Hodde,  M.  D.,  Hobbs 

I.  J.  Marshall,  M.  D.,  Roswell 
Ashley  Pond,  M.  D.,  Taos 

E.  M.  Warner,  M.  D.,  Tucumcari 
W.  D.  Dabbs,  M.  D.,  Clovis 

J.  A.  Rivas,  M.  D.,  Helen 

L.  L.  Daviet,  M.  D.,  Las  Cruces 
L.  F.  Hamilton,  M.  D.  Artesia 
W.  J.  Hossley,  M.  I).,  Deming 
W.  E.  Oakes,  M.  D.,  Los  Alamos 
R.  E.  Walts,  M.  D.,  Silver  City 
J.  A.  Evans,  M.  D.,  Las  Vegas 
Wendell  Peacock,  M.  I).,  Farmington 

A — Should  determine  the  views  of  the  mem- 
bership regarding: 

(1)  The  need  for  any  legislation. 

(2)  The  type  of  legislation  required. 

(3)  The  extent  to  which  members  or 
individuals  are  willing  to  support  a 
legislative  program. 


B — It  should  initiate  discussion  of  any  con- 
templated program  with  candidates  for 
office  so  that  they  will  be  familiar  with 
our  problems  and  suggested  solutions 
therefore. 

C — It  should  inform  our  members  as  to  the 
stand  taken  by  these  candidates  on  pro- 
blem of  legitimate  interest  and  im- 
portance to  us. 

D — It  should  discuss  such  of  our  problems 
as  may  be  of  intimate  concern  to  other 
groups  with  those  groups. 

E — It  is  my  hope  that  the  House  of  De- 
legates will  outline  general  principles 
for  the  guidance  of  this  committee.  It 
should  be  allowed  considerable  latitude 
as  to  the  exact  measures  which  it  takes 
in  an  effort  to  accomplish  your  will. 

Public  Relations  Committee 

Leland  S.  Evans,  M.  D.,  Chairman, 
Las  Cruces 

Robert  P.  Beaudette,  M.  D.,  Raton 
H.  L.  January,  M.  D.,  Albuquerque 
Oscar  G Fischer,  M.  D.,  Farmington 
Frank  W.  Parker,  M.  D.,  Gallup 
U.  S.  Marshall,  M.  D.,  Roswell 
M.  Zenos  Smith,  M.  D.,  Socorro 
George  W.  Frothro,  M.  D.,  Clovis 
Junius  A.  Evans,  M.  D.,  Las  Vegas 
C.  L.  Womack,  M.  D.,  Carlsbad 
William  J.  Hossley,  M.  D.,  Deming 

A — This  committee  should  work  closely 
with  the  legislative  committee  to  assure 
the  understanding  by  the  profession, 
the  public  and  the  legislature  of  our 
legislative  program. 

B — It  should  acquaint  itself,  the  profession 
and  the  public  with  the  problems  of 
medical  care  of  veterans  and  with  the 
views  of  the  American  Medical  As- 
sociation regarding  this  matter 

C — It  should  meet  with  representatives  of 
the  press  and  radio  to  work  for  mutual 
understanding  of  our  problems,  to  at- 
tempt to  solve  these  problems  as  pre- 
viously recommended,  to  acquaint  the 
members  of  this  Society  as  to  their  part 
in  maintaining  satisfactory  relations 
with  the  press  and  radio,  the  while  be- 
ing ethical  in  their  doctor-patient  re- 
lationship. 

D — It  should  initiate  a program  directing 
the  attention  of  members  to  the  im- 
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portance  of  becoming  more  familiar 
with  and  paying  more  heed  to  the  prin- 
ciples involved  in  the  code  of  ethics. 

E — It  should  encourage  doctors  to  take 
every  means,  including  the  display  in 
offices  of  the  plaque  provided  by  the 
American  Medical  Association  for  this 
purpose,  to  assure  patients  that  services 
will  be  rendered  at  a reasonable  cost 
and  that  discussion  regarding  this  as- 
pect of  the  patients  care  is  invited. 

F — It  should  be  suggested  to  members  that 
insurance  and  welfare  patients  be  seen 
only  after  verifying  that  a colleague  who 
has  been  caring  for  the  patient  knows 
of  the  consultation,  has  agreed  to  it  or 
has  been  dismissed  and  that  reports 
of  agreed-upon  consultations  be  for- 
warded the  attending  physician. 

G — -It  should  publicize  the  activities  of  the 
profession  in  its  attempts  to  render  the 
highest  type  of  medical  service. 

Welfare  Committee 

Samuel  R.  Ziegler,  M.  D.,  Chairman, 
Espanola 

Daniel  H.  Cahoon,  M.  D.,  Roswell 
Marcus  J.  Smith,  M.  D.,  Santa  Fe 
J.  Gordon  Stance,  M.  D.,  Albuquerque 
Lewis  M.  Overton,  M.  I).,  Albuquerque 

1 — Should  serve  as  a body  representing  the 

New  Mexico  Medical  Society  in  any 
dealings  with  agencies  concerned  with 
welfare  or  medical  care  of  indigents. 

2 — Should  continue  to  work  out  with  the 

department  of  welfare  a fee  schedule 
for  the  approval  of  the  State  Society. 

3 — Should  make  arrangements  to  prevent 

the  transfer  of  patients  without  the 
knowledge  of  the  attending  physician. 

4 — Should  take  steps  to  simplify  necessary 

reports  by  doctors  to  the  welfare  de- 
partment. 

5 — Should  consider  the  advisability  of  re- 

commending to  the  legislative  com- 
mittee introduction  of  an  “indigent  sup- 
port” bill  to  fix  upon  families  some  fi- 
nancial responsibility  in  instances 
where  they  are  able  to  accept  it  to  the 
end  that  (a)  general  population  is  not 
forced  to  assume  the  cost  of  care  which 
should  be  a family  responsibility  and 
(b)  the  physician  is  not  requested  to 
accept,  as  purely  welfare  patients,  those 
people  whose  families  are  able  to  pay 
for  part  or  all  of  their  care. 


The  Insurance  Committee 

Lewis  M.  Overton,  M.  D.,  Chairman, 
Albuquerque 

Gerald  A.  Slusser,  M.  I).,  Artesia 

Omar  Legant,  M.  D.,  Albuquerque 

1 — Should  handle  all  insurance  matters 

except  those  related  to  our  voluntary 
prepaid  health  insurance  plan — the  pro- 
vince of  New  Mexico  Physicians  Serv- 
ice. 

2 — Should  explore  with  the  carriers  of  our 

group  disability  policy  ways  and  means 
of  increasing  the  length  of  time  of  pay- 
. ment  of  indemnity  for  sickness.  At 
present  it  is  limited  in  our  Washington 
National  policy  to  24  months  for  non- 
confining sickness  and  to  60  months  for 
confining  sickness.  The  Commercial 
Casualty  policy  limits  payments  for  dis- 
ability due  to  accident  to  five  years.  The 
payment  of  sickness  indemnity  is  li- 
mited in  this  policy  to  52  weeks.  Pro- 
vision should  also  be  made  for  the  pay- 
ment of  some  benefits  for  partial  dis- 
ability. 

A — Efforts  to  obtain  a group  malpractice 
policy  for  the  Society  should  be  review- 
ed. 

B — Brief  uniform  insurance  reporting- 
forms  should  be  agreed  upon  by  com- 
panies whose  claimants  we  see  to  the 
end  that  such  reports  can  be  rendered 
with  a minimum  of  paper  work.  In  the 
instance  where  more  information  is  re- 
quired a narrative  report  should  be  ac- 
cepted. 

C — Arrangements  should  be  made  with  re- 
presentatives of  insurance  companies 
doing  business  in  this  state  to  the  end 
that  (1)  doctors  caring  for  patients  will 
be  notified  if  consultation  is  desired 
(2)  the  approval  of  the  doctor  for  such 
consultation  should  be  gained  or  he 
should  be  dismiseed,  (3)  the  doctor  re- 
ceives reports  of  consultation  to  which 
he  has  agreed. 

D — This  committee  should  also  concern 
itself  with  other  insurance  matters,  ex- 
cepting those  regarding  prepaid  health 
insurance,  as  they  arise. 

Advisory  Committee  on  Selective  Service 

If.  L.  January,  M.  O.,  Chairman, 
Albuquerque 

George  S.  Morrison,  M.  I).,  Roswell 

Raymond  L.  Young,  M.  D.,  Santa  Fe 

1 — Contrary  to  what  our  impression  has 
been  it  now  becomes  necessary  to  have 
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a committee  for  this  purpose.  Dr.  H. 
L.  January  and  Dr.  George  Morrison 
are  again  asked  to  serve  on  this  com- 
mittee. Dr.  Ray  Young  has  agreed  to 
replace  Dr.  Travers  who  has  retired  and 
to  whom  we  wish  to  express  our  ap- 
preciation for  past  services. 

American  Medical  Education  Foundation 

I.  J.  Marshall,  M.  D.,  State  Chairman, 
Roswell. 

1  — The  work  of  Dr.  Marshall  regarding 
this  project  has  been  diligent  and  he 
is  respectfully  requested  to  continue  it. 

Rural  Health  Committee 

Michel  Pijoan,  M.  D.,  Chairman 
Espanola 

1  — Dr.  Pijoan  has  done  an  outstanding  job 
of  research  into  the  problems  of  rural 
health  in  New  Mexico.  His  work  has 
been  published  and  is  of  great  help  to 
the  State  office  in  providing  inform- 
ation to  doctors  considering  locating  in 
New  Mexico.  He  has  agreed  to  continue 
this  work.  As  the  need  requires  other 
members  may  be  asked  to  accept  ap- 
pointment to  this  committee  to  help 
with  specific  problems. 

New  Mexico  Physicians  Service 

1 — Should  continue  the  functions  it  has 

been  fulfilling  in  providing  the  people 
of  this  state  with  a profesionally  spon- 
sored and  supported  voluntary  health 
plan. 

2 — Should  work  for  a more  complete  un- 

derstanding of  the  plan  and  what  it  is 
actually  doing  for  the  public  and  the 
profession. 

3 — Should  provide  information  to  members 

as  requested  regarding  health  insurance 
in  general. 

4 — Should  call  the  attention  of  the  Society 

to  any  plan  which  provides  for  profes- 
sional services  in  the  hospitalization 
section  of  the  contract. 

The  Board  of  Supervisors 

1 — Should  continue  the  type  of  work  it 

has  done  in  the  past. 

2 — Should  constitute  a body  to  which  ethical 

problems  can  be  presented  in  an  effort 
to  forestall  difficulties. 


3 — In  order  to  act  effectively  and  promptly 

this  group  should  meet  not  less  often 
than  once  in  two  months  and  preferably 
once  a month  depending  on  the  amount 
of  work  submitted  to  it. 

4 — Proper  action  should  be  taken  by  the 

House  of  Delegates  to  elect  alternates 
for  each  delegate  to  ensure  the  presence 
of  one  from  each  district  at  all  meet- 
ings, Suggested  nominees  for  this 
board  should  become  candidates  only 
after  having  had  an  opportunity  to 
decide  whether  or  not  they  feel  they 
can  and  will  devote  the  necessary  time 
to  this  very  important  part  of  the  work 
of  the  profession. 

That,  I think,  about  does  it  in  so  far  as  our 
present  plans  go.  If  there  are  now  or  if  there 
should  appear  other  matters  regarding  which 
you  feel  action  should  be  taken  we  shall  ap- 
preciate hearing  from  you  either  as  indiv- 
iduals or  as  County  Societies. 


Dr.  Bob  Homan  Recovering 
in  Southwestern  General 

The  Editors  of  SOUTHWESTERN  MEDICINE 
are  happy  to  be  able  to  report  that  Dr.  Robert 
B.  Homan,  Jr.,  is  on  the  road  to  recovery  after 
a most  severe  case  of  pneumonia  which  has 
confined  him  to  Southwestern  General  Hospital 
of  El  Paso  for  several  weeks. 

It  is  hoped  that  Dr.  Homan  will  again  be 
writing  his  popular,  widely-read  and  influential 
column,  “De  Rebus  Medieis  et  Politicis,”  for 
the  July  edition  of  SOUTHWESTERN  MED- 
ICINE. 


Three  El  Paso  Doctors  Speak 
in  Fort  Stockton 

Three  El  Paso  physicians  were  guest 
speakers  at  the  postgraduate  training  semi- 
nar held  May  18  in  the  Little  Community 
Building  in  Fort  Stockton,  Texas.  The  semi- 
nar was  sponsored  by  the  Texas  Academy 
of  General  Practice  and  the  El  Paso  Division 
of  the  University  of  Texas  Postgraduate 
School  of  Medicine. 

The  physicians  who  spoke  at  the  seminar 
were  Drs.  Jesson  L.  Stowe,  obstetrics; 
Clement  Boehler,  gynecology,  and  Basil  K. 
Byrne,  pediatrics.  Dr.  George  A.  Hoffman 
of  Fort  Stockton  was  in  charge  of  local  ar- 
rangements. 


JUNE,  1954 


SOUTHWESTERN  MEDICINE 


Page  255 


Dr.  Oscar  W.  Thoeny  New  President 
of  Arizona  Medical  Association 


Oscar  W.  Thoeny,  M.  D.,  of  Phoenix  was 
inaugurated  as  president  of  the  Arizona 
Medical  Association  at  the  63rd  annual  meet- 
ing in  Chandler.  The  convention,  at  the  San 
Marcos  Hotel,  was  the  largest  and  one  of 
the  most  successful  in  the  Association’s 
history 

The  first  regular  session  of  the  House  of 
Delegates  was  held  Monday,  April  26,  and 
the  second  regular  session  of  this  body  held 
Wednesday,  April  28.  The  following  officers 
of  the  Association  were  elected : 

President-Elect 

Harry  E.  Thompson,  M.  D.,  Tucson 
Vice-President 

Abe  I.  Podolsky,  M.  D.,  Yuma 
Secretary 

D.  W.  Melick,  M.  D.,  Phoenix  (re-elected) 

Treasurer 

Clarence  E.  Yount,  Jr.,  M.  D.,  Prescott 
(re-elected) 

Speaker  of  House  of  Delegates 
Lindsay  E.  Beaton,  M.  D.,  Tucson 
( re-elected) 

Editor-in-Cliief 

R.  Lee  Foster,  M.  D.,  Phoenix  (re-elected) 

Central  District  Councilors 
(from  term  of  3 years): 

Carlos  C.  Craig,  M.  1).,  Phoenix 
John  A.  Eisenbeiss,  M.  D.,  Phoenix 

Northeastern  District  Councilor 
(for  term  of  3 years): 

Donald  F.  DeMarse,  M.  D.,  Holbrook 

Southwestern  District  Councilor 
(for  term  of  3 years)  : 

John  F.  Stanley,  M.  1).,  Yuma 

Dr.  Thoeny,  of  Phoenix,  assumed  the 
office  of  President;  Edward  M.  Hayden, 
M.  D.,  of  Tucson,  Past  President,  assumed 
the  office  of  Councilor-at-Large ; Jesse  D. 
Hamer,  M.  D.,  Phoenix,  Delegate  to  the 
American  Medical  Association ; and  Robert 

E.  Hastings,  M.  D.,  Tucson,  Alternate  De- 
legate to  AMA,  continuing  their  unexpired 
terms  of  office,  as  does  likewise,  Kent  H. 
Thayer,  M.  D.,  Phoenix,  Central  District 
Councilor ; Ernest  A.  Born,  M.  D.,  Prescott, 
Northwestern  District  Councilor;  Guy  B. 
Atonna,  M.  D.,  Douglas,  Southeastern  Dis- 
trict Councilor;  Wilkins  R.  Manning,  M.  D., 
and  Royal  W.  Rudolph,  M.D.,  both  of  Tucson, 
serving  as  Southern  District  Councilors.  This 


completes  the  roster  of  officers  of  this  As- 
sociation for  the  fiscal  year  1954-1955. 

Registration  totaled  335,  the  largest  in 
the  history  of  the  Association  since  organiza- 
tion in  1892. 

Symposiums  presented  by  representatives 
of  the  University  of  Wisconsin  School  of 
Medicine  and  the  Stanford  University  School 
of  Medicine  were  outstanding. 

The  64th  Annual  Meeting  of  the  Associa- 
tion is  scheduled  to  be  held  in  Tucson, 
Arizona,  the  time  and  headquarters  to  be  de- 
termined by  Council  at  a scheduled  meeting 
to  be  held  the  latter  part  of  this  month. 


Cardiology  Subject  of  First  El  Paso 
Post  - Graduate  Session 

The  first  teaching  session  of  the  El  Paso 
Branch  of  the  Post  Graduate  School  of  Me- 
dicine of  the  University  of  Texas  will  be  held 
in  El  Paso  June  13  at  Providence  Memorial 
Hospital. 

Subject  for  the  program  will  be  “Cardio- 
logy.” The  session  will  start  at  8 a.  m.  and 
end  at  5 :30  p.  m.  The  Texas  Chapter  of  the 
American  Academy  of  General  Practice  will 
give  an  eight  hour  credit  for  the  course. 

The  course  is  open  to  all  physicians  of  the 
Southwest  upon  payment  of  a tuition  fee 
of  $10. 

The  morning  program  is  as  follows : 

“Treatment  of  Hypertension  with  the 
Newer  Drugs,”  by  Dr.  Ross  Rissler  of  El 
Paso ; “Rheumatic  Heart  Disease — Its  Re- 
cognition and  Treatment”  by  Dr.  Charles  P. 
C.  Logsdon  of  El  Paso ; “Angina  Pectoris — 
Recognition  and  Treatment”  by  Dr.  George 
R.  Herrmann,  Professor  of  Medicine  at  the 
University  of  Texas  School  of  Medicine  at 
Galveston  ; and  “Coronary  Occlusion — Re- 
cognition and  Treatment”  by  Dr.  Herrmann. 

A luncheon  will  be  given  at  noon  at  which 
addresses  will  be  presented  by  Dr.  W.  H. 
Elkins,  president  of  Texas  Western  College, 
and  Dr.  F.  J.  L.  Blasingame,  incoming  pres- 
ident of  the  Texas  Medical  Association. 

In  the  afternoon  subjects  and  speakers 
will  be  “Heart  Disease  as  Related  to  Surgery 
and  Pregnancy”  by  Dr.  Chester  Awe  of  El 
Paso;  “Quinidine,  Digitalis  and  Related 
Drugs — Their  Indication  in  Treatment”  by 
Dr.  Lester  C.  Feener  of  El  Paso;  “Low  So- 
dium Diet”  and  “Resins  and  Diuretics”  by 
Dr.  Earl  Beard  of  Houston,  outstanding  car- 
diologist. 
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Aphorisms  and  Memorabilia 
Truths  and  Concepts  Concerning  Neuro  - Psychiatry 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces 


1.  “Even  the  so-called  highly  scientific 
suggestion-therapy  employs  the  wares  of  the 
medicine-man  and  the  exorcising  shaman. 
And  please,  why  should  it  uot?  The  public 
is  not  even  now  much  more  advanced,  and 
it  continues  to  expect  miracles  from  the 
doctor.  And  truly  those  doctors  should  be 
deemed  clever  — worldly-wise  in  every  res- 
pect — who  understand  the  art  of  investing 
themselves  with  the  halo  of  the  medicine- 
man. Not  only  have  they  the  biggest  prac- 
tices, they  have  also  the  best  results.  This 
is  simply  because  countless  physical  maladies 
(leaving  out  the  neuroses)  are  complicated 
and  burdened  with  psychic  elements  to  an 
extent  scarcely  yet  suspected.  The  medical 
exorcist’s  whole  behaviour  betrays  his  full 
valuation  of  the  psychic  element  when  he 
gives  the  patient  the  opportunity  of  fixing 
his  faith  firmly  upon  the  doctor’s  mysterious 
personality.  Thus  does  he  win  the  sick  man’s 
mind,  which  henceforth  helps  him  indeed  to 
restore  his  body  also  to  health.  The  cure 
works  best  when  the  doctor  really  believes 
in  his  own  formulae,  otherwise  he  may  be 
overcome  by  scientific  doubt  and  so  lose  the 
correct,  convincing  tone.”  — Psychological 
Reflections,  A.  Jung  Anthology , 1953,  p.  74. 

2.  “The  neurotic  is  ill  not  because  he  has 
lost  his  old  faith,  but  because  he  has  not  yet 
found  a new  form  for  his  finest  aspirations.” 
— loc.  cit.,  p.  82. 

3.  “Where  love  rules,  there  is  no  will  to 
power;  and  where  power  predominates,  there 
love  is  lacking.  The  one  is  the  shadow  of 
the  other.” — loc.  cit.,  p.  87. 

4.  “The  erotic  instinct  is  something  ques- 
tionable, and  will  always  be  so  whatever  a 
future  set  of  laws  may  have  to  say  on  the 
matter.  It  belongs,  on  the  one  hand,  to  the 
original  animal  nature  of  man,  which  will 
exist  as  long  as  man  has  an  animal  body. 
On  the  other  hand,  it  is  connected  with  the 
highest  forms  of  the  spirit.  But  it  blooms 
only  when  spirit  and  instinct  are  in  true 
harmony.  If  one  or  the  other  aspect  is  miss- 
ing, then  an  injury  occurs,  or  at  least  there 
is  a one-sided  lack  of  balance  which  easily 
slips  into  the  pathological.  Too  much  of  the 
animal  disfigures  the  civilized  human  being, 
too  much  culture  makes  a sick  animal.” — 
loc.  cit.,  p.  93. 

5.  “Traditionally,  man  is  regarded  as  the 
disturber  of  marital  peace.  This  legend  comes 
from  times  long  past,  when  man  still  had 


time  to  pursue  all  manner  of  pastimes.  But 
today  life  makes  such  demands  on  man,  that 
the  noble  hidalgo  Don  Juan  is  to  be  seen  no- 
where save  in  the  theatre.  More  than  ever 
man  loves  his  comfort ; for  ours  is  an  age  of 
neurasthenia,  impotence,  and  easy  chairs. 
There  is  no  longer  a surplus  of  energy  for 
windowclimbing  and  duellos.  If  anything  is 
to  happen  in  the  way  of  adultery  it  must  not 
be  too  serious.  In  no  respect  must  it  cost  too 
much,  hence  the  adventure  can  be  only  of  a 
transitory  kind.  The  man  of  today  is  entirely 
averse  to  jeopardizing  marriage  as  an  ins- 
titution.”— loc.  cit.,  p.  106. 

6.  “A  psychotherapist  should  not  expect 
great  transformations  equivalent  to  a psy- 
chological rebirth  or  a complete  reorganiz- 
ation of  the  patient’s  personality.  The  re- 
sults which  can  be  achieved  in  this  repair 
work  are  limited  by  the  caliber  of  the  or- 
iginal material  (constitution  plus  young 
ego),  the  degree  of  damage  (infantile  trau- 
mas and  adult  frustrations),  and  what  re- 
mains to  be  worked  with  (adult  ego  plus  the 
reality  situation.)  In  people,  as  in  clothes, 
some  materials  are  finer  to  begin  with  and 
a repaired  article  is  never  as  good  as  the 
new  one.” — K.  M.  Colby,  A Primer  for  Psy- 
chotherapists, Ro7iald  Press  Co.,  1951,  p.  3. 

7.  “In  speaking  of  the  goal  of  psycho- 
theraphy,  the  term  ‘cure’  frequently  intrudes. 
It  requires  definition.  If  by  ‘cure’  we  mean 
relief  of  the  patient’s  current  neurotic  dif- 
ficulties, then  that  is  certainly  our  goal.  If 
by  ‘cure’  we  mean  a lifelong  freedom  from 
emotional  conflict  and  psychological  pro- 
blems, then  that  cannot  be  our  goal.  Just 
as  a person  may  suffer  pneumonia,  a frac- 
ture, and  diabetes  during  his  lifetime  and 
require  particular  minimizing  and  separate 
treatment  for  each  condition,  as  another 
person  may  experience  at  different  times  a 
depression,  impotence,  and  a phobia,  each  re- 
quiring psychotherapy  as  the  condition  ar- 
ises. Our  aim  is  to  treat  the  presenting  pro- 
blems, hoping  that  the  work  will  strengthen 
the  patient  against  further  neurotic  dif- 
ficulties but  realizing  that  therapy  cannot 
guarantee  a psychological  prophylaxis.” 
Colby  — loc.  cit.,  p.  4. 

8.  “Finally,  it  is  not  the  goal  of  psycho- 
therapy, to  produce  an  ideal  or  model  person. 
Everyone  in  life  must  learn  to  withstand  a 
certain  amount  of  emotional  tension.  That 
the  patient  who  has  undergone  psychother- 
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apy  is  one  who  is  placid,  emotionless,  lovable, 
good-natured,  and  guiltless,  no  matter  what 
happens  to  him,  is  an  illusion  in  which  neith- 
er the  patient  nor  the  therapist  must  invest, 
however  strongly  our  culture  insists  on  wor- 
shiping such  a psychological  saint.”  Colby. — 
loc.  cit.,  p.  4. 

9.  “There  is  much  suffering  and  unhap- 
piness in  the  world  which  psychotheraphy 
can  do  nothing  about.  And  establishing  rules 
of  conduct  is  not  our  province.  Hence  pa- 
tients searching  for  happiness  in  terms  of 
formulas  or  right- wrong  precepts  are  certain 
to  be  disappointed  by  a psychotherapy  which 
has  the  goal  only  of  relieving  neurotic  or 
psychotic  distress.”  — loc.  cit.,  p.  5. 

10.  “Another  common  denominator  is  the 
degree  of  education  and  literacy.  Those  who 
are  accustomed  to  dealing  in  words  and  ideas 
and  who  think  about  their  thoughts  and  be- 
havior comprise  the  bulk  of  patients  who 
spontaneously  apply  for  psychotherapy.”  — 
loc.  cit.,  p.  12. 

11.  “Yet  there  are  certain  neurotic  cha- 
racters with  one  or  both  of  the  latter  con- 
ditions who  usually  avoid  psychotherapy. 
Antisocial  characters  (psychopaths),  some 
sexual  deviants  (voyeurs,  sexual  masochists, 
etc.),  many  alcohol  and  drug  addicts,  and 
other  impulsive  personalities  rarely  wish  sin- 
cerely to  change  their  basic  personality  struc- 
ture. They  come  to  the  psychotherapist  only 
when  forced,  for  secondary  gains,  or  if  they 
develop  extremely  unpleasant  symptoms. 
Hence  it  is  usually  the  case  that  most  vo- 
luntary patients  possess  a character  struc- 
ture of  some  reliability  and  social  conform- 
ity.” — loc.  cit.,  p.  13. 

12.  “Some  doctors  with  a genuine  feeling 
for  people  are  quite  gifted  in  suggesting  psy- 
chotherapy without  assaulting  the  patient’s 
self-esteem  and  without  making  him  feel  that 
he  is  being  sloughed  off  as  a nuisance.  There 
are  others,  however,  who  make  a mess  of 
things  by  curtly  dismissing  the  patient  as 
a ‘neurotic  who  ought  to  be  psychoanalyzed’ 
or  by  promising  the  patient  a quick  cure  if 
he  will  just  stop  bothering  him  and  see  a 
psychiatrist  a few  times.”  — loc.  cit,.,  p.  13. 

13.  “Other  people  who  may  influence  the 
patient  to  come  include  friends  and  relatives. 
It  is  futile  to  attempt  psychotherapy  with 
someone  who  comes  only  to  appease  a goad- 
ing relative  or  loved  one.  These  patients 
lump  you  with  their  dominators,  and  the 
resultant  transference  resistances  augur  a 
poor  prognosis  for  therapy.” — loc.  cit.,  p.  14. 

14.  “Psychotherapy  is  not  for  everyone. 
This  undemocratic  fact  may  conflict  with 
your  belief  as  a physician  that  all  who  ask 


for  help  should  receive  it.  However,  it  is 
an  unshirkable  reality  that  there  are  many 
people  with  neuroses  who  do  not  respond  to 
psychotherapeutic  process  favorably  and 
proportionately  enough  to  make  the  time  and 
effort  put  in  by  both  parties  worth  while. 
Hence  one  should  have  some  ideas  about 
which  patients  to  send  away  and  which  to 
attempt  to  treat.”  — loc.  cit.,  p.  14. 

15.  “Outstanding  among  educationally  in- 
duced handicaps  are  the  detachment  and 
dehumanization  achieved  in  medical  school. 
One  learns  to  become  interested  almost  en- 
tirely in  diseases  per  se  rather  than  in  the 
people  who  have  the  diseases.  A once-active 
imagination  may  become  stunted  in  the  name 
of  a false  scientific  objectivity.  The  tra- 
ditional medical  single  cause-and-effect  con- 
cept of  disease  narrows  the  observation  and 
sympathetic  understanding  of  inter-human 
processes.”  — loc.  cit.,  p.  20. 

16.  “Fenichel  has  said  that  the  patient’s 
wish  to  be  cured  by  a magician  may  be 
equaled  by  the  therapist’s  wish  to  be  a ma- 
gician. A diplomaed  authority  may  be  un- 
aware that  he  is  magically  convincing  him- 
self of  his  own  omnipotence.  Too,  there  is 
in  every  healing  profession  the  temptation 
to  play  God,  and  an  all-wise,  all-powerful- 
acting  therapist  may  soon  run  into  unpleas- 
ant difficulties,  just  as  new-found  powers 
proved  heady  for  the  sorcerer’s  apprentice. 
A psychotherapist  is  really  not  God,  nor 
even  a close  relative  of  his.”  — loc.  cit.,  p.  21. 

17.  “Most  beginners  are  aware  of  the 
sexual  feeling  which  may  arise  in  psycho- 
therapy. Some  recognize  their  hostile  and 
aggressive  attitudes  toward  the  patient. 
More  difficult  to  realize  are  the  narcissistic 
needs  and  defenses  which  the  therapist  has 
at  stake  in  the  therapeutic  process.  When 
one  has  spent  years  of  hard  work  at  train- 
ing to  become  an  expert  and  has  achieved  a 
rather  special  status  in  our  society,  it  may 
not  be  easy  both  to  hold  a favorable  opinion 
of  one’s  self  and  to  be  reminded  of  weakness- 
es, mistakes,  and  failures.  Patients  quickly 
learn  whether  or  not  they  can  produce  a 
response  when  they  openly  doubt  your  know- 
ledge, experience,  or  ability  to  help  them. 
Those  youthful  in  appearance  have  the  ad- 
ditional problem  that  this  characteristic  may 
be  seized  on  by  the  patient  as  a visible  target 
for  bombarding  the  therapist’s  self-esteem. 
The  danger  is  a defense  of  overcompensation 
wherein  the  therapist  tries  too  hard  to  de- 
monstrate his  ability,  usually  through  over- 
interpretation.” — loc.  cit.,  p.  22. 

Hi.  “Your  work  will  never  be  flawless. 
The  important  thing  is  not  that  we  have  some 
degree  of  narcissism  of  that  we  want  to  be 
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prefect,  but  that  we  are  aware  of  when  it 
is  a narcissistic  blow  that  is  determining 
our  reaction  to  the  patient  and  when  we  have 
made  a technical  error.”  — loc.  cit.,  p.  22. 

19.  “It  is  not  the  job  of  the  psychothera- 
pist to  give  love,  to  offer  himself  as  an  ex- 
ample of  a normal  or  model  person,  or  to 
instruct  the  patient  on  how  to  live  a proper 
life.  The  patient  has  had  people  for  many 
years  telling  him  what  he  should  do  and 
exactly  how  he  should  do  it.  For  him  to  talk 
to  someone  who  does  not  nag  and  moralize  is 
a special  experience  which  can  permit  him 
to  grow  to  feel  that  he  is  a responsible  adult 
rather  than  a naughty  child.”  — loc.  cit.,  p. 
23. 

20.  “It  is  unsound  to  try  to  impersonate  a 
psychotherapist.  If  the  way  you  act  as  a 
therapist  is  greatly  different  from  the  way 
you  are  as  a person,  then  the  facade  will 
drain  energies  needed  for  other  aspects  of 
therapy  and  your  patients  will  soon  learn  of 
this  artificiality.”  — loc.  cit.,  p.  24. 

21.  “To  remain  serene  in  the  face  of  trans- 
ference aggressions  and  to  treat  patients 
with  a gentle  benevolence  requires  that  the 
therapist  himself  be  in  good  physical  and 
emotional  condition.  If  you  have  a pain  or 
feel  sleepy  or  ‘hung  over’,  then  you  should 
not  see  patients  until  your  malaise  has  clear- 
ed. Likewise,  if  some  personal  emotional 
problem  is  making  a therapist  uncontrollably 
‘crabby’,  anxious,  or  depressed,  then  he  is  in 
no  shape  to  do  his  best  for  the  patient.  Like 
an  athlete,  the  psychotherapist  has  to  keep 
himself  in  an  efficient  working  state.”  — 
loc.  cit.,  p.  24. 

22.  “Therapists  with  sexual  conflicts  may 
unwittingly  influence  the  patient  to  talk  only 
of  sexual  matters.  Therapists  with  anxieties 
concerning  aggression  may  avoid  dealing 
with  similar  material  from  the  patient  or 
counterphobically  prod  the  patient  into  be- 
having aggressively  toward  them.”  — loc. 
cit.,  p.  26. 

23.  “In  passing  it  should  be  added  that 
if  a therapist  fails  appointments  or  is  un- 
punctual, the  patient  may  justifiably  accuse 
him  of  having  counter  or  collateral  resis- 
tances.” — loc.  cit.,  p.  29. 

24.  “Patients  may  attempt  to  prolong  the 
interview  by  asking  questions  at  the  end  re- 
quiring a lengthy  discussion  or  trying  to  en- 
gage the  therapist  in  a social  conversation 
after  he  has  stated  that  the  time  is  up.  To 
questions  at  this  time  one  answers,  “let’s 
discuss  that  next  time”  or  Let’s  talk  about 
it  some  more  next  time  before  you  try  to 
make  up  your  mind.”  Attempts  to  launch 


a social  conversation,  which  may  represent 
the  isolation  of  therapy  from  real  life  or  a 
striving  for  gratification  in  the  transference, 
are  parried  by  the  therapist  by  not  ‘playing 
the  game’.”  — loc.  cit.,  p.  30. 

25.  “Gifts  (books,  pictures,  clothing,  etc.) 
which  the  patient  may  bring  to  the  therapist 
can  also  be  considered  as  evidence  of  de- 
fensive purpose.  The  giving  may  have  sev- 
eral meaning — to  express  love,  hoping  for 
love  in  return,  to  pacify  a feared  parent 
figure,  to  place  the  therapist  in  debt,  etc. 
Whether  one  accepts  or  refuses  the  gift  the 
important  idea  is  that  the  therapist  recog- 
nizes its  transference-resistance  motivation 
and  introduces  an  examination  of  this  be- 
havior into  the  interview  discussions.  Ther- 
apists who  frequently  receive  gifts  from  all 
sorts  of  patients  can  profitably  explore  in 
themselves  the  unconscious  equation,  gifts — 
love.”  — loc.  cit.,  p.  37. 

26.  “By  the  time  one  has  become  some- 
thing of  a psychotherapist,  his  medical  dia- 
gnostic judgment  has  suffered  a disuse  atro- 
phy of  such  a proportion  that  he  is  really 
no  longer  a reliable  medical  man.  This  plus 
other  wellknown  theoretical  and  practical 
transference  reasons  determines  the  policy 
that  the  therapist  should  refrain  from  doing 
physical  examinations  on  his  patients.  If 
an  examination  is  required  before  therapy, 
a colleague  can  perform  it.  If,  during  the 
course  of  therapy  the  patients  develop 
symptoms  which,  after  careful  consideration, 
the  therapist  feels  might  have  an  organic 
basis,  he  can  have  an  internist  examine  the 
patient.”  — - loc.  cit.,  p.  38. 

27.  “Various  problems  concerning  eti- 
quette may  arise,  particularly  with  women 
patients.  Though  he  acts  as  naturally  as 
possible  during  the  interview,  a psychother- 
apist must  at  times  bypass  certain  chivalries, 
e.g.,  helping  the  patient  on  with  her  coat, 
picking  up  what  she  drops,  and  lighting  her 
cigarettes.  With  men  one  usually  shakes 
hands  at  the  first  meeting  but  not  in  sub- 
sequent ones.  In  addressing  the  patient  by 
name,  the  prefix  ‘Miss’  or  ‘Mrs.’  should  be 
used  with  women.  ‘Mr.’  with  men  is  optional 
but  it  emphasizes  the  professional  nature  of 
the  relationship  and  circumvents  the  pa- 
tient’s calling  you  by  your  first  name.”  — 
loc.  cit.,  p.  39. 

28.  “Also  one  must  guard  against  a ten- 
dency to  squeeze  the  patient  into  a prema- 
turely formulated  theory  or  even  sometimes 
fit  the  patient  into  a theory  one  is  currently 
reading  about.  The  chief  activities  of  the 
therapist  in  these  early  interviews  are  listen- 
ing and  occasionally  questioning.  Even  the 
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questions  should  be  limited  and  not  too  nu-'s 
merous,  so  as  to  avoid  muzzling  the  patient’s' 
spontaneous  remarks.  It  is  true  that  at  times 
the  therapist  must  give  assurance  or  perhaps1 
point  out  something  to  the  knowledge-hungry 
patient  just  to  keep  the  therapy  going  for  a 
few  more  interviews  until  more  extensive  in- 
terpretations can  be  made.”  — lor.  rit.  />.  (ilk 

2b.  “No  friend  or  relative  of  the  patient 
in  therapy  should  be  seen  by  the  therapist 
without  the  spoken  knowledge  and  permis- 
sion of  the  patient.  If  the  patient  objects, 
then  the  relative  cannot  be  allowed  a visit. 
If  the  patient  agrees,  then  the  relative  should 
understand  that  his  conversation  with  the 
therapist  will  be  reported  to  the  patient. 
These  requirements  often  are  sufficient  to 
discourage  potential  meddlers.”  — lor.  rit., 
P-  71. 

30.  “Besides  the  therapist’s  realistic  role 
of  showing  interest  and  understanding  for 
the  patient  as  a suffering  person,  further 
and  less  highly  differentiated  forms  of  af- 
fection may  be  sought  by  the  patient.  He 
may  wish  love  in  terms  of  praise,  sympathy, 
pity  or  direct  expressions  of  being  liked. 
To  receive  from  the  therapist  smiles,  en- 
couragement, or  simply  words  alone,  regard- 
less of  content,  may  give  him  a lifting  feel- 
ing of  well-being  equivalent  to  being  loved.” 
— lor.  rit.,  p.  108. 

31.  “Indications  of  this  attitude  are  the 
patient’s  attempts  to  make  the  therapist 
laugh,  frequent  asking  for  suggestions  or  in- 
formation,  or  appeals  for  sympathy  by  ex- 
aggerating the  severity  of  unpleasant  situa- 
tions. He  may  bring  gifts  or  do  favors, 
hoping  for  a return  of  the  thus-given  af- 
fection. When  desires  for  affection  are  frus- 
trated, the  therapist  notes  the  patient’s  over- 
reaction to  a realistically  slight  rejection. 
For  example,  if  a patient  requests  to  be  seen 
at  a certain  time  and  the  therapist  explains 
that  he  cannot  because  someone  else  has 
that  hour,  the  patient  may  act  and  look  se- 
verely hurt.  Or  he  may  feel  intensely  jealous 
of  other  patients  and  show  his  resentment  by 
criticizing  them  or  fuming  at  any  interrup- 
tion of  his  interview  time  by  them.  An  ex- 
treme form  of  the  expectation  of  affection 
from  the  therapist  consists  of  desiring  actual 
physical  loving  contact  with  him.  Signals 
of  such  a desire  are  frank  seductiveness  by 
look  and  act,  touching  the  therapist,  or  ex- 
pressions of  jealousy  toward  his  wife  who 
enjoys  this  intimacy.”  — lor.  rit.,  />.  109. 

32.  “As  the  re-edition  of  a parent,  the 
therapist  takes  over  in  the  eyes  of  the  patient 
attributes  of  strength  and  magic  commonly 
ascribed  by  children  to  adults.  Surrounded  as 
he  is  in  reality  by  the  emblems  (educational 


(^degrees  and  a title)  of  one  type  of  authority 
j|jin  our  culture,  the  therapist  is  predisposed 
Pto  exaggerations  of  his  power  by  the  patient. 

To  the  patient  a powerful  authority  who  can 
gjreward,  punish,  and  protect  must  be  handled 
Ifgingerly.  Only  things  that  can  be  pleasant 
I'lnuist  reach  his  ears.  This  authority  must 
jibe  cautiously  sounded  out  for  a long  time 
j' jin  an  effort  to  learn  what  areas  can  be  de- 
1 Jmarcated  as  ‘safe’  and  ‘dangerous’.  If  one 
succeeds  in  pleasing  the  potentate,  he  is  re- 
ts.; warded  by  an  invulnerable  protection  against 
f:  anything  bad  happening.  Of  course  a power- 
ful figure,  feared  and  respected,  is  also  hated 
for  the  restriction  his  assumed  authoritaria- 
nism commands.”  — lor.  rit.,  />.  10!). 

33.  “Strangely  enough  it  often  happens 
that  the  patient  acts  and  feels  as  if  the  ther- 
apist were  his  child.”  — lor.  rit.,  />.  1 12. 

31.  “This  phenomenon  is  particularly  fre- 
quent when  the  patient  is  in  fact  older  than 
the  therapit.  It  does  not  necessarily  lessen 
the  therapist’s  powers  to  help,  since  the 
bright  son  is  respected  for  his  professional 
abilities.  But  in  other  aspects  he  becomes  the 
object  of  protective  mothering  or  fathering. 
For  example,  the  patient  may  become  so- 
licitous about  the  therapist’s  health,  instruct- 
ing him  to  take  better  care  of  himself  if  he 
has  a cold  or  warning  him  that  he  is  working 
too  hard.  Women  knit  sweaters  or  bring 
food.  Men  offer  advice  about  men’s  problems 
such  as  cars,  investments,  and  business  mat- 
ters.” — /or-,  rit.,  )>.  112. 

35.  “In  psychotherapy  the  therapist  should 
neither  induce  the  patient  to  undertake  treat- 
ment nor  talk  him  into  continuing  it.  If  the 
patient  is  convinced  that  he  wishes  to  stop, 
the  therapist  can  only  concur  and  not  tamper 
with  the  defense.”  — lor.  nt.,  /i.  135. 

36.  “Before  entering  a discussion  of  tech- 
niques, let  us  first  consider  what  I feel  to  be 
the  chief  error  made  in  the  psychotherapy  of 
schizophrenias.  It  is  that  the  therapist  does 
not  recognize  he  is  dealing  with  a schizo- 
phrenia at  all.  The  patient  is  mistakenly 
viewed  and  treated  as  a neurotic.”  — lor. 
rit.,  p.  1 12. 

37.  “Patients  with  schizophrenia  become 
successively  fascinated  with  all  sorts  of 
esoteric  cults,  fads,  and  mystical  systems  of 
thought.  They  show  an  eager  curiosity  about 
complex  religious  and  philosophic  questions. 
Psychological  theories,  electronic  machines, 
and  currently  publicized  sciences  such  as 
cybernatics  or  semantics  are  favorite  sub- 
jects. As  one  interest  fades,  another  takes 
its  place.  ..  .Although  he  allies  himself  with 
groups  in  this  fashion,  he  seldom  feels  close 
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Advantages  and  Disadvantages  of  Open  and 
Closed  Treatment  of  Burns* 

By  Willard  W.  Schuessler,  M.  D.,  El  Paso 


It  certainly  gives  me  a great  pleasure  to 
discuss  burns  today.  For  the  last  several 
years  at  the  plastic  meetings  there  has  been 
a big  discussion  on  the  treatment  of  burns 
as  to  the  best  methods,  the  open  or  closed 
method.  At  these  plastic  meetings  the  con- 
census of  opinion  was  the  fact  that  the  open 
method  of  treatment  of  burns  led  to  neglect. 
The  open  method  takes  a lot  of  care  and 
probably  more  care  than  the  closed  method. 
Since  I have  become  interested  in  this  sub- 
ject I decided  to  visit  several  of  these  cen- 
ters were  they  have  quite  a few  burns  and 
see  which  method  I liked  best,  which  one 
I could  use.  So  I came  back  and  used  part 
of  one  method  on  one  patient  (open  and 
closed),  and  open  on  the  other.  This  paper 
will  deal  with  my  opinion  of  what  treatment 
should  be  used  and  how  it  should  be  used. 
Now  due  to  the  fact  that  this  is  such  a short 
time  and  the  fact  that  this  paper  is  so  con- 
centrated, I thought  that  I had  better  read  it. 

Complete  Cyele 

In  the  last  50  years  we  have  passed 
through  a complete  cycle  of  treatment  of 
burns  which  included  powders,  oils,  salves, 
sprays,  washes,  dyes,  baths,  jellies,  and  dry- 
ing agents,  and  open  exposure  of  burns. 
Many  of  these  diverse  theories  and  almost 
all  of  the  radical  ideas  for  local  therapy  have 
subsequently  been  proven  without  merit  and 
have  been  discarded. 

Great  advances  have  been  made  in  treat- 
ment of  shock,  prevention  of  infection,  skin 
grafting,  plastic  repair,  and  maintenance  of 
metabolic  balance. 

The. most  important  concern  in  treatment 
of  severe  burns  is  the  physiology  and  local 
treatment  later.  That  is  another  thing  that 
has  changed.  Everyone  was  harping  on  the 
local  treatment.  Now  we  treat  the  physiology 
before  we  do  the  local  treatment. 

Pathology:  As  you  know,  burns  are  usual- 
ly classified  in  three  categories,  first  degree, 
second  degree,  and  third  degree,  depending 
on  the  depth  of  destruction  of  tissue. 

First  degree  — Usually  just  the  ery- 
thema. 

Second  degree  — Extends  down  into  the 
derma.  These  have  bleb 
formation  which  occurs 
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either  between  the  epi- 
dermis and  derma,  or 
in  the  deep  epidermal 
layer.  This  last  type  is 
very  difficult  to  distin- 
guish from  third  de- 
gree, particularly  dur- 
ing the  first  week. 

Third  degree  — All  the  epithelial  ele- 
ments are  destroyed.  In 
small  burns  this  burn 
will  heal  from  the  pe- 
riphery, but  in  large 
burns  they  must  always 
be  grafted  early  — be- 
tween the  third  and 
fourth  week. 

With  better  knowledge  of  physiology,  the 
survival  of  the  burn  patient  must  be  com- 
puted individually,  rather  than  the  percent- 
age of  total  body  surface.  Age  seems  to  be 
a more  important  factor  in  determining  the 
mortality  than  the  extent  of  burn.  The 
younger  the  patient,  the  better  the  survival 
rate. 

Physiology:  In  the  physiology  we  have 

two  phases.  We  have  the  acute  phase  which 
is  usually  in  the  first  24  hours  and  the  sub- 
acute phase  which  is  24-48  hours  later. 

Acute  phase  first  24  hours : 

1.  Clinical  shock. 

2.  External  loss  of  plasma. 

3.  Loss  of  circulating  red  cells. 

4.  Burn  edema. 

My  treatment  during  the  first  24  hours: 

1.  Give  opiates  for  pain.  Usually  the 
degree  of  pain  is  inversely  propor- 
tional to  the  extent  and  degree  of 
burn.  That  is  very  true.  If  you  have 
a patient  that  comes  in  and  is  not 
complaining  of  very  much  pain  and 
you  can  dress  him  and  do  everything 
you  want  to  without  giving  him 
much  opiates  you  know  that  patient 
has  a very  severe  burn.  If  the  pa- 
tient is  raising  a lot  of  cain  it  is 
not  usually  such  a bad  burn. 

2.  Give  1000  to  2000  cc.  of  blood  in 
first  12  hours,  depending  upon  the 
degree  of  shock.  We  don’t  use  plas- 
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ma  because  in  the  last  year  we  have 
had  about  six  patients  who  have  had 
plasma  that  got  a hepatitis. 

3.  Give  by  mouth  2000  cc.  of  solution 
containing  3 gms.  of  sodium  chloride 
and  1.5  gms.  of  sodium  bicarbonate 
per  1 litre  of  distilled  water,  as 
Moyer  states  that  ordinary  drinking 
water  will  produce  water  intoxica- 
tion with  symptoms  of  nausea,  vom- 
iting, restlessness,  delirium,  and 
convulsions. 

4.  2000  cc.  of  Dextrose  in  water. 

5.  Antibiotics.  It  is  important  during 
the  first  week,  except  in  instances 
where  there  is  an  overwhelming 
infection. 

The  best  index  of  adequate  therapy  is 
maintenance  of  urinary  output  at  25  to  50  cc. 
per  hour  or  more.  It  is  felt  unwise  to  give 
more  than  4000  cc.  of  blood  or  plasma  or 
more  than  4000  cc.  of  saline  during  the  first 
24  hours,  regardless  of  the  extent  of  the 
burn.  The  adequacy  of  therapy  in  patients 
with  severe  burns  is  followed  by  an  hourly 
urine  output  and,  if  possible,  serial  determi- 
nation of  the  hematocrit,  red  cell  count,  or 
hemoglobin. 

After  the  first  24  to  48  hours  half  of  the 
amount  of  fluids  is  usually  required  and  close 
observation  of  urine  output  will  reveal  the 
exceptions.  If  hemoglobin  appears  in  the 
urine  it  is  frequently  a bad  prognostic  sign 
and  may  be  the  onset  of  a lower  nephron, 
nephrosis  with  renal  failure,  but  the  therapy 
should  not  be  altered  as  long  as  the  kidneys 
respond  normally  to  administered  fluids. 

Tap  Water 

At  this  time  oral  alkaline  fluids  are  dis- 
continued and  tap  water  substituted.  Feed- 
ings of  a soft  diet  and  liquids  are  begun  if 
vomiting  is  absent.  They  should  have  at 
least  400  gms.  of  protein  every  24  hours.  To 
combat  nitrogen  imbalance  the  feeding  mix- 
ture usually  given  consists  of  Dextrimaltase 
and  Protolysate  (Meade  Johnson)  and  milk. 
If  the  patient  doesn’t  like  that  I will  switch 
to  Lipomal  and  Somagen.  Each  1000  cc.  of 
formula  furnishes  2475  calories  with  151  gms. 
of  protein,  265  gms.  carbohydrates  and  90 
gms.  fat.  If  you  switch  to  Lipomal  and  Soma- 
gen I use  two  tablespoonful  of  Lipomal  and 
two  tablespoonful  of  Somagen  in  a glass  of 
milk  and  give  it  three  times  a day.  That  fur- 
nishes 5,088  calories  or  192  gms.  of  protein. 
2500  to  5000  calories  represents  the  usual 
average  which  may  be  given  in  addition  to 
the  house  diet  in  adults.  If  the  patient  is 


unable  to  take  this  by  mouth  it  can  be  given 
by  the  Murphy  drip  method  or  by  forced 
feeding  pump  devised  by  Blocker.  There  is 
another  way  that  you  can  use  it  if  you  can’t 
make  the  Murphy  drip  work  and  this  pump 
by  Blocker  costs  about  $200.00.  We  have 
rigged  up  a thermos  bottle  and  have  bought 
one  of  these  little  pumps  that  they  have  down 
here  for  fish,  that  puts  air  into  the  fish  pond  ; 
and  that  cost  $9.95.  You  can  take  this  and 
run  a rubber  tube  into  your  thermos  bottle 
and  that  will  push  air  into  this  at  the  rate 
that  you  want  it  to  drop  into  the  stomach. 
You  can  use  all  three  methods  if  you  want  to. 
Ascorbic  acid  and  vitamin  B complex  should 
be  given  by  mouth  or  in  the  formula. 

In  48  to  60  hours  we  have  the  subacute 
phase.  During  this  subacute  phase  you  have: 

1.  Diuresis. 

2.  Clinical  anemia. 

3.  Negative  nitrogen  balance. 

4.  Impaired  liver  function. 

5.  Endocrine  disturbance. 

6.  Electrolytic  and  chemical  imbalance. 

7.  Circulatory  derangement. 

({.  Loss  of  function  of  the  skin  as  an 
organ. 

In  anticipation  of  the  above  and  to  avoid 
cardiac,  pulmonary,  and  renal  embarrass- 
ment, the  fluid  intake  has  been  reduced.  To 
prevent  negative  nitrogen  balance  the  patient 
has  already  been  placed  on  an  adequate  diet. 
Repeated  blood  transfusions  should  be  given 
to  prevent  and  treat  the  anemia  during  the 
necessary  period  and  also  to  prepare  for  the 
skin  grafting. 

Complications  of  severely  burned  patients 
are  more  common  than  in  former  years,  such 
as  cardiac,  pulmonary,  thrombophlebitis, 
liver  damage  and  infection,  largely  because 
more  patients  survive  longer. 

It  is  not  felt  that  anticoagulant  therapy 
is  of  much  value  for  prevention  of  peripheral 
circulatory  complications. 

Damage  Eliminated 

With  the  use  of  high  carbohydrate  and 
high  protein  supplementary  feedings  liver 
damage  can  be  largely  eliminated. 

At  the  present  time  infection  of  some 
degree  seems  unavoidable,  but  can  be  mini- 
mized by  keeping  the  patient  in  as  good  a 
nutritional  state  as  possible,  and  by  apply- 
ing skin  grafts  as  early  as  possible,  within 
about  21  days. 

Tetanus  prophylaxis:  Tetanus  in  uncom- 
plicated burns  is  a rare  occurrence,  but  due 
to  the  high  mortality  of  this  disease,  it  is  felt 
by  some  that  it  is  important  to  give  routine 
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prophylactic  therapy  to  all  severe  third  de- 
gree burns  and  burns  complicated  by  open 
wounds. 

Hormone  therapy:  ACTH  and  Cortisone 
as  part  of  treatment  of  burns  is  not  advo- 
cated as  a routine  therapy,  and  should  not 
be  used  until  more  thorough  investigation 
has  been  accomplished.  In  all  the  plastic 
meetings,  they  all  say  do  not  give  ACTH. 

Respiratory  tract  burns:  These  burns  are 
frequently  overlooked  and  the  patient  should 
always  be  examined  for  singed  nasal  hair, 
redness  and  swelling  of  nasal,  buccal  and 
pharyngeal  mucous  membrane,  cough,  dysp- 
nea, cyanosis,  rales,  signs  of  atelectasis, 
hoarseness  and  progressive  laryngeal  ob- 
struction. 

1.  In  this  type  of  case  an  adequate 
airway  must  be  maintained  by  early 
tracheotomy,  elevation  of  the  foot  of 
the  bed,  suction,  avoidance  of  over 
sedation,  and  oxygen. 

2.  Give  adequate  antibiotics  to  control 
the  infection  of  the  respiratory 
tract. 

3.  With  severe  involvement  of  the  pul- 
monary tract  it  is  advisable  to  allow 
a moderate  degree  of  hemoconcen- 
tration  to  help  prevent  pulmonary 
edema  and  death,  even  to  the  extent 
of  damage  to  other  organs  in  hope 
that  the  patient’s  life  can  be  saved. 
This  type  of  burn  carries  a very 
high  mortality. 

Local  Treatment:  It  is  now  felt  that  this 
is  not  the  primary  concern  in  the  treatment 
of  severe  burns,  but  is  a secondary  concern. 
No  single  routine  is  applicable  to  all  burns. 
It  depends  on: 

1.  The  time  elapsed  following  burn. 

2.  The  location  of  the  burn  — face, 
encircling  the  trunk,  over  the  joints, 
etc. 

3.  The  degree  of  the  burn. 

4.  The  presence  of  complicating  in- 
juries. 

5.  Availability  of  personnel. 

The  two  methods  currently  in  use  are : 
(1)  open  or  exposure  method,  and  (2)  closed 
method  (occlusive  dressings). 

Open  or  exposure  method:  This  method 
was  first  used  by  Sneve  in  1905  and  was 
popular  for  about  20  years,  but  was  discon- 
tinued because  the  third  degree  burn  patients 
developed  overwhelming  suppuration  beneath 
the  neglected  slough,  and  if  they  survived  the 
infection,  they  developed  severe  scar  con- 


tracture. In  the  last  few  years  it  was  felt 
if  these  cases  had  been  grafted  early  the 
overwhelming  suppuration  would  not  have 
developed,  so  Pulaski  started  treating  these 
cases  according  to  the  technique  of  A.  B. 
Wallace  of  Edinburgh  in  1946,  and  he  felt 
that  he  obtained  very  satisfactory  results. 

Open  Method 

Dr.  Truman  Blocker  started  using  the 
open  method  at  about  this  time  also,  and  he 
reports  very  satisfactory  results.  A summary 
of  his  methods  is  as  follows : “Acutely  burned 
patients  are  stripped  of  clothing  and  placed 
on  sterile  sheets  in  the  open  ward  without 
debridement  of  or  opening  of  blebs.  Extre- 
mities which  are  involved  are  kept  constantly 
elevated,  using  mechanical  devices  if  neces- 
sary. Within  48  to  72  hours  thin  crusts  form 
over  the  raw  surfaces  and  these  are  allowed 
to  remain  untouched  as  long  as  they  are 
perfectly  dry.  If  the  burn  is  only  second 
degree,  they  will  scale  off  eventually  with 
complete  healing  underneath.  If  these  are 
third  degree  burns,  usually  some  liquefaction 
appears  at  the  periphery  of  the  dry  slough 
in  about  14  to  21  days,  at  which  time  the 
slough  is  excised,  (the  use  of  Pyruvic  acid  has 
been  discontinued)  and  the  area  is  covered 
with  a single  layer  of  gauze.  Patients  on  the 
open  air  treatment  are  given  the  same  gen- 
eral therapy  with  blood  and  oral  alkaline 
fluids.  It  has  been  our  practice  to  use  chemo- 
therapy for  five  days  in  the  form  of  penicil- 
lin or  terramycin.  We  have,  like  Wallace 
and  his  co-workers,  noted  that  fewer  of  our 
patients  require  grafting;  healing  occurs  in 
much  shorter  time  than  with  the  use  of  pres- 
sure dressings;  the  period  of  temperature 
elevation  is  decreased ; blood  and  protein 
requirements  are  less ; and  the  length  of 
hospitalization  in  the  average  case  is  consid- 
erably shortened.” 

Indications  for  the  open  or  exposure 
method : 

1.  Uncomplicated  burns  of  the  face 
and  perineum. 

2.  Uncomplicated  burns  so  located  that 
the  patient  does  not  have  to  lie  on 
the  burned  surface. 

Contraindications  for  the  open  or  expo- 
sure method : 

1.  Encircling  burns. 

2.  Burns  of  the  hands. 

3.  Burns  complicated  by  an  open 
wound. 

4.  Old  burns. 

Closed  method ; the  occlusive  dressings : 
The  acute  burn  has  usually  been  sterilized 
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by  the  causative  thermal  action,  therefore  it 
is  not  necessary  to  do  a debridement  or  re- 
move blebs.  The  wound  should  be  treated  as 
a surgical  wound  (cleansed  with  saline  — 
I refer  here  to-the  larger  burns)  and  dressed 
under  strict  precautions  using  cap,  mask, 
gloves,  and  gown.  There  are  many  types  of 
dressings  such  as  aluminum  foil,  vaseline, 
dry,  wet,  aureomyein,  furocin  gauze,  and 
sulfanomide  preparations.  The  sulfanomides 
and  boric  ointment  have  fallen  in  disrepute 
because  of  renal  complications  and  severe 
systemic  reactions  as  a result  of  the  unpre- 
dictable absorption  and  marked  individual 
sensitivity. 

I personally  like  rayon  lightly  pregnated 
with  vaseline  next  to  the  burn,  then  sterile 
pads  or  cotton  waste.  Dr.  Owens  suggests 
using  cellophane  above  the  cotton  waste  to 
keep  the  capillary  attraction  from  producing 
wound  infection.  Then  a firm  but  not  tight 
bandage.  The  hands  should  be  bandaged  in 
the  position  of  function  and  the  knees  and 
elbow  joints  dressed  in  extended  position  and 
the  extremities  elevated. 

Frequent  dressings  produce  pain,  and 
danger  of  contamination  and  are  usually  not 
necessary.  These  dressings  are  usually  left 
in  place  for  7 to  14  days  and  if  demarcation 
of  the  third  degree  burn  is  complete  the 
slough  can  be  excised  and  the  area  prepared 
for  early  grafting.  The  dressings  on  the 
hands  should  be  dressed  earlier,  in  about 
7 days. 

Indications  for  the  closed  method : 

1.  Burns  of  the  encircling  type. 

2.  Burns  of  the  hands. 

3.  Burns  complicated  by  injuries. 

4.  Old  infected  burns. 

Contra-indications  for  the  closed  method : 

1.  Face  and  perineum  burns. 

2.  Burns  not  of  an  encircling  type. 

In  conclusion  I would  like  to  say  that  re- 
gardless of  the  type  of  local  treatment,  skin 
grafting  of  third  degree  burns  early  should 
be  done. 

Dr.  Homan : I would  like  to  know  whether 
Dr.  Schuessler  prefers  the  open  to  the  closed, 
and  what  his  results  have  been  in  the  cases 
that  he  had.  As  he  so  ably  pointed  out  the 
primary  treatment  is  the  electrolyte  balance 
of  the  body  and  from  then  on  you  are  deal- 
ing secondarily  with  a wound.  I have  heard 
the  great  Blocker  and  anyone  who  knows  the 
great  Blocker  appreciates  what  I am  saying. 
He  is  quite  a guy.  He  is  very  enthusiastic 
about  his  open  treatment  of  burns.  He  will 
argue  you  down  until  3 o’clock  in  the  morn- 
ing on  the  subject,  any  time  you  want  to  talk. 


But  I would  like  to  have  Dr.  Schuessler  give 
his  opinion  as  to  his  results  in  these  cases 
that  he  has  had. 

Dr.  Cohen:  I was  either  fortunate  or  un- 
fortunate to  be  in  Boston  at  the  time  of  the 
Cocoanut  Grove  fire.  In  that  disaster  there 
were  a great  number  of  people  who  had 
respiratory  tract  burns.  The  main  thing 
about  it  was  that  a number  of  the  patients, 
who  were  seen  with  little  or  no  signs  of  out- 
ward skin  marks  or  signs  of  burns  on  the 
outer  clothing.  Within  24  hours  these  people 
suddenly  became  very  ill  with  acute  pulmo 
nary  edema  and  died.  One  case  that  particu- 
larly stands  out  in  my  mind  was  that  of  a 
young  girl  who  was  kept  in  the  hospital  only 
because  she  had  come  with  her  parents.  She 
had  only  a very  slight  first  degree  burn  of 
the  upper  lip.  That  evening  she  began  to 
complain  of  a little  distress,  a little  difficulty 
in  breathing,  and  she  died  with  pulmonary 
edema.  At  autopsy  there  was  found  a com- 
pletely necrotized  tracheo-bronchial  tree. 
How  you  can  pick  those  things  up  is  cer- 
tainly something  I don’t  know  because  any 
patient  who  has  been  present  in  a location 
where  they  might  have  possibly  inhaled  hot 
gases  should  certainly  be  watched  for  at 
least  24  hours. 

Dr.  Lockhart:  I would  like  to  ask  Dr. 

Schuessler  if  the  new  antibiotic,  neomycin 
has  proved  effective  in  pyocyameus? 

Dr.  Schuessler:  In  answer  to  Dr.  Homan’s 
questions.  Personally  I like  to  use  the  open 
method  in  the  treatment  of  burns  in  those 
cases  in  which  it  does  not  encircle  the  trunk 
or  encircle  the  extremities.  Because  if  you 
have  a burn  that  encircles  the  trunk  or  the 
extremities  you  aren’t  treating  them  with 
the  open  treatment  because  part  of  it  is  lay- 
ing on  his  bed  and  you  have  much  more 
infection  if  you  leave  them  open  than  if  you 
don’t.  The  only  trouble  about  the  open  treat- 
ment of  burns  is  the  fact  that  you  have  really 
got  to  treat  the  patient  and  do  it  right.  It  is 
like  it  was  brought  up  in  these  plastic  meet- 
ings that  usually  it  leads  to  neglect.  In  about 
the  second  week  you  start  getting  a little 
red  area  around  the  crust  of  the  burn  and 
if  you  don’t  take  that  little  crust  off,  you 
don’t  put  saline  on  it,  don’t  irrigate  it  and 
clean  it  up  real  good  you  will  get  infection 
underneath  the  whole  crust  and  then  you 
are  back  to  what  they  had  difficulty  with 
50  years  ago.  If  you  have  plenty  of  help, 
you  can  watch  it  and  do  it  right,  I think  the 
open  method  of  treatment  of  burns,  for  those 
that  don’t  encircle  the  extremities,  is  prob- 
ably better.  However,  if  you  don’t  have  time 
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to  take  care  of  a patient  like  that  I think 
that  the  closed  method  of  treatment  of  burns 
is  probably  the  better. 

I certainly  agree  with  Dr.  Cohen  and  that 
is  the  reason  that  I brought  in  that  part 
about  the  respiratory  difficulties  that  we 
have  with  burns  that  people  neglect  to  see. 

Experimental  Work 

In  regards  to  Dr.  Lockhart’s  question.  I 
don’t  know  very  much  about  neomycin.  1 
have  done  some  experimental  work  on  this 
polymyxin  B that  they  had  which  is  supposed 
to  be  specific  for  pyocyameus.  The  product 
they  sent  me  was  the  ointment.  I could  not 
see  much  difference  between  polymyxin-B 
ointment  and  the  aureomycin  and  so  forth 
that  we  had  at  the  time  as  far  as  the  control 
of  pyocyameus  was  concerned.  A represen- 
tative came  down  from  Denver  to  see  me 
and  asked  me  what  I thought  about  it.  I told 
him  that  as  far  as  I was  concerned  I could 
not  agree  with  all  publications  that  had  come 
out  and  say  give  it.  He  said  that  probably 
the  reason  that  I had  not  gotten  the  results 
that  had  been  published,  was  the  fact  that 
I hadn’t  had  the  material  to  make  a wet 
dressing.  He  said  that  he  would  send  me 
some  material  to  use  for  wet  dressings  in- 
stead of  ointment.  It  was  supposed  to  be 
more  specific  than  anything  they  had  for 
pyocyameus.  The  only  thing  that  I know 
that  is  any  good  for  pyocyameus  is  still  our 
old  14  per  cent  acetic  acid.  I don’t  think 
that  polymyxin  as  far  as  the  ointment  is 
concerned  -has  done  any  good.  I haven’t  used 
any  of  the  solutions  of  polymyxin  that  they 
have  been  using  in  Denver,  in  which  they 
got  good  results.  So  I don’t  know.  I haven’t 
used  neomycin. 


Geriatrics  Meeting  in  San  Francisco 

Various  phases  of  the  clinical  problems 
of  aging  will  be  covered  at  the  eleventh  an- 
nual meeting  of  the  American  Geriatrics  So- 
ciety. The  sessions  will  be  held  in  San  Fran- 
cisco, June  17-19,  with  headquarters  at  the 
Fairmont  Hotel. 

Scientific  programs  are  open  to  all  mem- 
bers of  the  medical  profession  and  to  those 
interested  in  the  problems  of  aging.  Panel 
discussions  will  cover  recent  developments 
in  cardiology,  the  relation  of  industry  to 
geriatrics  and  methods  of  determining  oper- 
ability in  older  patients. 

Salvatore  P.  Lucia,  M.  D.,  professor  me- 
dicine, University  of  California  Medical 
School  will  deliver  the  address  at  the  annual 
dinner  meeting  Friday,  June  18.  His  topic 
will  be  Balm  of  the  Autumnal  Years.  Norris 
J.  Heckel,  M.  D.,  Chicago  will  preside  at  this 
meeting. 

Papers  on  various  problems  of  the  aging 
will  be  presented  by  outstanding  clinicians 
and  investigators  from  all  over  the  country. 
Malford  W.  Thewlis,  M.  D.,  founder  and 
permanent  secretary  of  the  Society  will  dis- 
cuss Overtreatment  in  the  Aged.  One  of  se- 
veral papers  on  endocrine  influences  will  be 
presented  by  Laurance  W.  Kinsell,  M.  D., 
Oakland,  California,  chairman  of  the  local 
arrangements  committee  for  the  meeting.  Dr. 
Kinsell,  director  of  the  Institute  for  Meta- 
bolic Research,  Highland  Alameda  County 
Hospital,  will  speak  on  Hormones,  Growth 
and  Senescence. 

The  annual  business  meeting  of  the  So- 
ciety will  be  held  Thursday  morning,  June 
17.  Scientific  sessions  will  start  Thursday 
afternoon  and  will  continue  through  Satur- 
day morning,  June  19. 


Aphorisms  and  Memorabilia,  Truths 


(Continued  From  Page  259) 
to  anyone  in  the  group.  Isolated  from  other 
isolated  people,  he  soon  begins  to  feel  they 
do  not  like  him  or  they  are  against  him  and 
he  leaves,  later  to  find  another  group  and 
repeat  the  whole  cycle  again.”  — loc.  cit., 
p.  145. 

38.  “A  history  of  alcoholism  in  adolescence 
or  a prolonged  period  of  bed  rest  at  this  time 
without  evidence  of  a serious  physical  disease 
often  indicates  transient  psychotic  episodes.” 
— loc.  cit.,  p.  146. 


39.  ‘‘To  make  this  diagnosis  is  more  than 
an  academic  question,  because  psychotherapy 
in  a schizophrenia  differs  widely  from  psy- 
chotherapy in  a neurosis.”  — loc.  cit.  p.  146. 

40.  ‘‘The  patient  is  extremely  alert  to 
everything  the  therapist  says  or  does.  The 
therapist’s  gestures,  changes  in  position,  and 
facial  expressions  may  be  perceived  as  hav- 
ing double,  personal,  or  magical  meanings 
for  him.  Slight  indications  of  exasperation 
or  hostility  are  watched  for,  and  when  dis- 
covered they  are  felt  as  major  rejections.” 
- — loc.  cit.,  p.  147. 
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Monthly  Clinical  Pathological  Conference 
April  15,  1954 
El  Paso  General  Hospital 

Dr.  Frederick  P.  Bornstein,  Editor 
Case  No.  A-247 

Presentation  of  Case  By  Dr.  Ben  C.  Merritt: 


Present  Complaint 

This  one  month  old  female  infant  was  ad- 
mitted to  El  Paso  General  Hospital  on  Jan- 
uary 15,  1954.  The  mother  denied  any  his- 
tory of  fever,  vomiting,  or  diarrhea.  She 
stated  that  the  infant  had  had  a cough  and 
“cold”  for  one  week  prior  to  admission.  The 
admitting  diagnosis  was  malnutrition. 

Past  History 

The  patient  was  born  on  December  4,  1953, 
and  was  delivered  by  a midwife,  after  a nor- 
mal nine  months  gestation  and  uncompli- 
cated delivery.  The  birth  weight  was  6 lbs. 
There  were  no  previous  illnesses  of  any  kind. 
The  infant  was  breast  fed,  however,  she  was 
fed  only  three  times  daily  from  birth. 

Family  History 

The  patient  was  the  seventh  of  seven  chil- 
dren; all  living  and  well.  There  was  no  fa- 
mily history  of  cancer,  diabetes,  syphilis,  tu- 
berculosis, or  cardio- vascular-renal  disease. 

Physical  Examination 

T.  98.6  (R)  : R. : 30;  Weight:  5 lbs.  2 1/2  oz. 
General : A poorly  developed,  poorly  nouri- 
shed female  infant  appearing  acutely  ill.  The 
skin  appears  scaly  and  dry,  with  slight  de- 
crease in  turgor.  Head  : Fontanels  patent  and 
under  normal  tension.  E.  E.  N.  & T : pupils 
are  round,  regular  and  equal,  and  react  to 
light.  Drums  clear.  Small  (3  M.M.)  area  of 
exudation  on  right  anterior  pillor.  Neck: 
Supple,  with  no  masses  or  adenopathy. 
Lungs:  Clear  to  percussion  and  auscultation. 
Heart : Normal  sinus  rhythm,  with  no  mur- 
murs or  thrills.  Abdomen : Distended  with 
gas.  Bowel  sounds  normal.  No  palpable  or- 
gans, masses,  or  spasms.  Genitalia:  Foul 
smelling  whitish  discharge,  otherwise  nor- 
mal. Extremities:  Normal.  Neurological: 

Physiological. 

Course  in  Hospital 

The  patient’s  entire  course  in  the  hospital 
covered  approximately  seven  weeks : 

First  Week:  On  the  day  following  ad- 


mission, the  patient  began  vomiting  occasion- 
ally after  feeding.  During  this  period  the 
patient  was  relatively  afebrile  and  no  es- 
sential change  was  noted.  The  patient  was 
placed  on  a house  formula  and  gain  from  5 
lbs.  21/2  oz.  to  5 lbs.  6 oz.  On  1-16-54  the  pa- 
tient was  started  on  terramycin,  drops  25 
mgm,  Q.  I.  D.,  for  6 days. 

Second  Week:  During  this  period  the 

patient’s  formula  was  changed  to  Olac  1, 
water  2,  4 ounces  every  4 hours.  The  patient 
would  usually  take  from  2i/o  to  4 ounces  with 
no  vomiting.  The  patient’s  weight  rose  from 
5 lbs.  6 oz.  to  5 lbs.  8 oz.  on  1-28-54,  but  was 
again  5 lbs.  6 oz.  on  1-29-54.  She  remained 
a febrile  and  was  apparently  doing  well.  Ur- 
inalysis on  1-26-54  showed  15-20  W.  B.  C. 
per  H.  P.  F. 

Third  Week:  During  this  period  the  pa- 

tient’s weight  dropped  from  5 lbs.  61/2  oz.  to 
5 lbs.  1 oz.  She  again  vomited  intermittently 
after  feeding  during  this  time.  Throat  cul- 
ture on  2-1-54  yielded  staph,  albus  and  pneu- 
monococci. C.  B.  C.:  Hb.  15.4;  R.  B.  C. : 4.22 
m. ; W.  B.  C.  4,650,  with  31  segs.,  56  lymphs, 
10  monos.,  1 baso,  and  1 Eos.  Urine  culture 
yielded  E.  coli  and  Staph.  Albus,  sensitive 
only  to  Chloromycetin.  Stool  studies,  includ- 
ing cultures,  were  negative.  A patch  test  was 
also  negative.  On  2-4-54  patient  spiked  fever 
to  101.2  ; on  2-5-54  to  104  (R) , and  103.4  (R) 
on  2-6-54.  The  patient  was  started  on  Chlor- 
omycetin, 1/2  dram,  T.  I.  D.,  on  2-24-54  to 
2-12-54.  Due  to  vomiting  of  medications  and 
formula  a polyethylene  tube  was  inserted  on 
2-5-54,  however,  patient  continued  to  vomit 
occasionally  and  feedings  were  decreased  to 
2 oz.  every  2 hours.  In  addition  20  cc.  of 
Ringer’s  lactate  was  given  twice  daily  by 
clysis. 

Fourth  Week:  During  this  period  the 

patient’s  weight  decreased  from  5 lbs.  1 oz. 
to  4 lbs.  121/2  oz.  She  continued  to  vomit 
intermittently  and  spiked  a fever  almost 
daily,  ranging  from  101  to  104.2  (R).  C.B.C. 
on  2-8-54  showed  Hb.  10.5 ; R.  B.  C.  3.28  m ; 
W.  B.  C.  11,100,  with  17  sags.,  59  lymphs,  15 
monos.,  and  9 eos.  On  2-8-54  the  patient  was 
catheterized,  and  the  urinalysis  showed  a 
slight  trace  of  albumen,  a trace  of  sugar, 
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and  2-3  W.  B.  C.  per  H.  P.  F.  A cystogram 
performed  at  the  same  time  was  negative  for 
evidence  of  organic  disease.  The  formula 
was  changed  to  Nutramigen,  12  measures, 
boiled  water,  20  measures,  and  the  infant  re- 
ceived I14  ozs.  every  2 hours  by  gastric  ga- 
vage. 

Fifth  Week:  The  patient’s  weight  in- 

creased from  4 lbs.  12i/2  oz.  to  5 lbs.  3 oz. 
Vomiting  continued  intermittently  until  2- 
18-54,  at  which  time  the  patient  was  started 
on  oral  feedings  and  vomiting  did  not  recur. 
On  2-18-54  the  C.  B.  C.  showed  Hb.  8,  R.B.C. 
2.31  m ; W.  B.  C.  10,050,  with  54  segs.,  32 
lymphs,  2 stabs.,  and  12  monos.  Chest  X-Ray 
on  the  same  date  showed  a healthy  chest.  She 
remained  relatively  afebrile  during  this  pe- 
riod, with  the  exception  of  one  fever  spike 
to  102  (R)  on  2-17-54. 

Sixth  Week:  The  patient  continued  to 

retain  oral  feedings  without  vomiting  and 
the  formula  was  increased  to  2 oz.  every  2 
hours.  The  weight  showed  a slight  decrease 
from  5 lbs.  3 oz.  to  5 lbs.  2i/2  oz.  On  2-26-54 
a transfusion  of  20  cc.  of  whole  blood  was 
given.  The  patient  remained  relatively  afe- 
brile during  this  time,  with  only  one  rectal 
temperature  of  100  degrees  recorded.  X-Ray 
of  the  wrists  on  3-1-54  revealed  110  evidence 
of  congenital  defects  or  deficiency  disease. 

Sevenih  Week:  During  the  last  week  of 

life  the  patient’s  weight  decreased  from  5 
lbs.  214  oz.  to  4 lbs.  1214  oz.  Her  temperature 
remained  relatively  normal  except  for  one 
spike  to  100.6  (R) . C.  B.  C.  on  3-3-54  showed 
Hb.  11.4;  R.  B.  C.:  3.39  m;  W.  B.  C.  10,750; 
with  64  segs.  28  lymphs,  5 monos.,  and  3 eos. 
The  patient  continued  to  retain  formula 
until  3-4-54  at  which  time  she  began  vomit- 
ing persistently.  A cut  down  was  performed 
on  3-8-54  and  during  the  next  24  hours  the 
patient  received  50  cc.  whole  blood,  50  cc. 
normal  saline,  and  100  cc.  5 percent  G/D.  W. 
On  3-10-54  the  patient  received  an  additional 
50  cc.  normal  saline,  25  cc.  R/L,  and  100  cc. 
5 percent  G/D.  W.  X-Ray  of  the  long  bones 
and  skull  on  3-10-54  were  negative  for  con- 
genital anomaly  or  deficiency  disease.  At 
midnight  on  3-10-54  the  patient  was  noted 
to  be  cyanotic  and  breathing  infrequently. 
Suction  and  oxygen  were  without  effect.  The 
patient  expired  at  1 :30  A.  M.,  March  11, 
1954,  the  57th  hospital  day. 

Differential  Diagnosis 
Dr.  J.  Harry  Miskimins 

The  red  blood  cell  count  shows  a defi- 
ciency, probably  on  a nutritional  basis.  I 
think  probably  one  thing  that  many  of  us 
fail  to  regard  in  these  little  newborn  infants 


is  that  the  fever  in  the  newborn  period 
means  very  little.  It  may  mean  the  young- 
ster is  highly  infected  or  it  may  not.  Con- 
versely a lack  of  elevated  temperature  does 
not  mean  that  the  youngster  is  not  infected. 
So  with  this  in  mind  we  might  think  about 
a few  diseases  on  this  youngster. 

Just  like  in  an  adult  I think  probably  neo- 
plasm, syphilis  and  tuberculosis  should  be 
rule  out  or  in.  In  the  newborn  period,  I 
think,  two  more  ought  to  be  added,  primarily 
congenital  defects  and  infectious  diseases. 
Particularly  congenital  defects  in  this  age 
group  are  very  important.  Now  going  over 
this  protocol  I think  probably  the  first  thing 
to  think  about  is  a febrile  illness.  My  first 
impression  was  a meningitis.  You  can  dis- 
miss that  diagnosis  very  easily.  The  fon- 
tanels weren’t  bulging.  The  neck  may  01- 
may  not  be  stiff.  Vomiting  with  intracranial 
pressure  for  meningitis  can  certainly  occur. 
Then  too  there  is  just  the  out  and  out  feed- 
ing problem,  I think,  to  be  considered.  No 
reason  for  it  particularly  except  that  dif- 
ferent formulas  were  tried  and  the  young- 
ster had  a stationary  weight. 

Along  with  your  feeding  problems,  I think 
certainly  you  are  going  to  have  to  consider 
fibrocystic  disease  of  the  pancreas  and  fat 
intolerance.  I think  these  can  be  ruled  out 
because  different  formulas  were  used  on  this, 
baby.  The  vomiting  in  this  little  youngster 
impressed  me  pretty  well  and  if  you  want  a 
good  way  to  divide  your  vomiting  we  can 
think  of  parenteral  vomiting  and  enteral  vo- 
miting. Obstruction  or  partial  obstructions 
of  the  lower  bowel  are  pretty  well  ruled  out 
here  because  no  mention  was  made  of  the 
stools  or  gaseous  distention.  Stenosis  and 
partial  obstructions  of  the  upper  bowel  can 
be  pretty  well  ruled  out.  No  mention  was 
made  of  bile  in  the  vomitus  or  projectile 
vomiting  which  pretty  well  rules  out  the 
obstructions  of  the  upper  bowel.  Stenosis 
and  atresions  of  the  esophagus  are  going  to 
have  to  be  thought  of  here.  You  are  going 
to  have  to  consider  the  mother’s  statement 
of  cough.  It  is  very  common  in  these  young- 
sters who  vomit  to  aspirate  a vomitus  and 
set  up  an  infection  in  their  lung  fields.  This 
probably  occurred  here,  so  more  than  likely- 
the  baby’s  infection  was  in  the  lung  fields 
and  because  of  the  vomiting  I would  like  to 
take  a guess  and  make  a diagnosis  of  tra- 
cheal-esophageal fistula.  If  it  is,  it  would 
certainly  have  to  be  in  the  group  of  where 
the  esophagus  was  intact  from  the  pharynx 
to  the  cardial  because  the  catheter  was  pas- 
sed without  any  trouble.  This  type  is  very 
very  rare.  The  most  common,  of  course,  is 
the  one  that  has  the  blind  pouch  at  the  distal 
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segment  of  the  esophagus.  My  second  diag- 
nosis would  be  meningitis. 

Dr.  Basil  Iv.  Bvrne 

I have  been  trying  to  remember  exactly 
when  I saw  this  child.  It  was  along  about  the 
third  week,  I think,  and  at  that  time  I wasn’t 
impressed  by  vomiting  being  high  on  the  list 
of  problems.  As  I saw  the  youngster,  growth 
failure  was  the  principal  problem.  I was 
shown  several  pages  of  graphic  charting  with 
no  weight  gain.  I think  there  already  was  a 
polyetheline  catheter  in  the  stomach  and  the 


Figure  I 


baby  was  on  two  hour  feedings  and  intake 
seemed  to  be  adequate  and  stools  were  not 
charted  as  being  particularly  abnormal. 
Thinking  of  growth  failure  there  was  no 
obvious  brain  damage  or  brain  disorder.  The 
baby  seemed  to  react  as  a one  month  old 
baby  should. 

The  next  thing  I would  think  of  in  the 
way  of  producing  growth  failure  in  early 
infancy  is  congenital  heart  disease.  That 
apparently  was  easily  ruled  out  by  simple 
examination.  The  next  thing  on  my  list  of 
growth  failures  would  be  some  congenital 
anomaly  of  the  kidneys  and  I was  the  one 
who  started  this  effort  to  do  a G.  U.  workup. 
We  did  find  some  positive  findings  in  the 
urine,  I think  some  foreign  elements,  and 
we  also  got  a positive  urine  culture  of  B. 


coli  and  a staphylococcus.  Immediately  after 
getting  the  culture  we  put  the  child  on  Chlo- 
romycetin and  thought  we  were  heading 
down  the  right  highway.  We  didn’t  have 
a patient  who  could  spare  the  blood  for  much 
chemistry,  and  we  didn’t  have  a patient  on 
whom  we  could  undertake  pyelograms  or 
anything  like  that.  This  is  about  as  far  as 
I got. 

I think  the  youngster  had  some  congenital 
anomaly  being  that  it  was  not  in  the  heart, 
I would  think  next  of  the  kidneys. 

Dr.  Frederick  P.  Bornstein 

I have  to  make  a confession  here.  We  cut 
the  life  of  this  infant  short  two  days  because 
in  the  last  two  days  a rather  adequate  clinical 
diagnosis  was  established  by  careful  clinical 
observation  and  I would  like  the  observer, 
Dr.  Mansfield,  to  come  up  here  and  tell  us 
what  he  saw  and  the  conclusions  he  came  to. 

Dr.  J.  R.  Mansfield 

What  I saw  was  purely  accidental.  I was 
doing  a cut  down  on  the  baby  and  I noticed 
what  appeared  to  be  a phantom  tumor  in  the 
epigastrium.  I also  could  see  visible  peris- 
taltic waves  going  across  the  abdomen,  so 
I got  an  upper  G.  I.  series  which  did  not 
show  a congenital  upper  pyloric  stenosis  but 
it  did  show  a duodenal  atresion  which  would 
give  you  essentially  the  same  physical  find- 
ing. That  is  about  all. 

Dr.  Charles  C.  McVaugh 

The  radiographic  findings  of  the  upper 
gastro-intestinal  examination  reveals  a not 
particularly  enlarged  or  dilated  stomach  al- 
though slightly  so  for  an  infant  this  age, 
but  there  is  definitely  a large  dilated  duo- 
denal bulb  which  persists  through  most  of 
the  examination.  There  is  also  a delay  in 
emptying  of  the  stomach  and  duodenum. 

(Figure  I.) 

The  conclusion  which  is  to  be  drawn  from 
this  serial  examination  is  that  there  is  an 
obstructive  congenital  stricture  or  congenital 
band  and  they  are  usually  associated  with 
multiple  bands.  Actually  I would  be  interest- 
ed in  finding  out  what  they  found  at  the 
post,  whether  there  are  other  bands  lower  in 
the  small  bowel.  Usually  you  will  find  them 
in  the  ileum  also.  There  is  considerable  gas 
scattered  throughtout  the  entire  bowel,  but 
then  that  is  not  too  unusual  for  an  infant  of 
this  age.  The  significant  finding  is  the 
large  dilated  duodenum. 

Dr.  Bornstein 

I would  like  to  ask  the  surgeons,  “If  this 
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child  had  been  in  adequate  condition  whether 
an  operation  would  have  been  advisable.” 

Dr.  Ward  Evans 

The  first  thing  I would  like  to  do  is  to 
ask  Dr.  McVaugh  about  the  possibility  of 
annular  pancreas,  which  might  follow  the 
obstruction  at  the  same  level  and  possibly 
give  a similar  picture.  I think  that  there  are 
atresions  and  that  they  are  very  often  mul- 
tiple and  the  prognosis  from  surgery  is 
rather  poor.  I don’t  recall  the  figures  off 
hand,  but,  of  course,  Ladd  and  Gross  were 
those  that  had  the  first  successful  cases.  We 
had  a case  at  Providence  last  July  of  a mul- 
tiple atresion  of  the  small  bowel,  I suppose 
there  were  twenty  or  more  in  the  newborn. 
This  baby  did  not  survive  and  I think  that 
is  the  usual  story  of  surgical  operation,  how- 
ever, they  are  amenable  to  surgery. 

Dr.  Charles  E.  Webb 

In  a case  like  this  with  an  atresion  of  the 
duodenum,  the  simplest  thing  to  do  would  be 
a gastrojej unostomy  and  I think  the  outlook 
would  be  pretty  good  providing,  of  course, 
there  were  no  other  areas  of  the  small  bowel 
which  there  apparently  were.  We  had  one 
case  with  a pyloric  stenosis  and  I wasn’t  too 
happy  about  the  size  of  the  tumor.  We  found 
some  bands  lying  across  the  duodenum  which 
looked  like  they  could  obstruct.  We  freed 
the  bands  and  the  person  was  all  right. 

In  this  case  I think  a gastrojejunostomy 
would  be  all  right. 


Figure  2 


Clinical  Diagnosis 

Growth  failure 

Dr.  Miskimins’  Diagnosis 

Tracheal  esophageal  fistula 

Anatomical  Diagnosis 

Congenital  stenosis  of  the  upper 
third  duodenum. 

Dr.  Bornstein 

The  important  autopsy  findings  in  this 
case  are  as  follows: 

The  body  was  that  of  an  extremely  ema- 
ciated female  child,  which  weighed  2,100 


Figure  3 


grams.  The  abdomen  was  markedly  dis- 
tened.  Upon  opening  the  peritoneum  one 
was  impressed  with  the  large  and  distended 
stomach,  the  inferior  margin  being  located 
at  the  level  of  the  umbilicus  (figure  2) . Upon 
opening  the  intestinal  tract,  it  was  noted  that 
the  mucosa  of  the  stomach  was  flattened 
out.  The  upper  third  of  the  duodenum  was 
markedly  dilated.  Dilatation  stopped  some- 
what above  the  level  of  the  papilla  of  Vater. 
In  this  region  the  mucosa  of  the  duodenum 
had  formed  an  elevated  fold,  which  narrow- 
ed the  lumen  to  about  1 cm.  in  diameter  (fi- 
gure 2) . The  remainder  of  the  intestinal  tract 
was  not  remarkable.  It  is  especially  notice- 
able that  this  was  the  only  stenotic  lesion. 

Comment:  It  is  quite  obvious  that  this 

stenotic  lesion  was  responsible  for  the  child’s 
feeding  problem  and  progressive  emaciation. 
Due  to  the  fact  that  stenosis  was  somewhat 
above  the  papilla  of  Vater,  the  projectile  vo- 
miting of  bile  looked  for  by  Dr.  Miskimins 
in  his  differential  diagnosis  did  not  occur. 
The  etiology  of  this  condition  is  unknown. 
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There  are  several  theories.  The  most  plau- 
sible one  refers  to  the  fact  that  the  entire 
intestine  is  transformed  into  a solid  cord 
of  tissue  from  the  30th  to  the  60th  day  of 
embryonal  development,  and  it  is  assumed 
that  these  folds  represent  areas  of  incom- 
plete recanalization.  The  location  where  this 
particular  stenosis  was  found  is  one  of  the 
more  common  ones.  Other  locations  are  in 
the  lower  ileum  at  the  ileocecal  valve  and  at 
the  rectum. 

I would  like  to  point  out  that  in  this  day 
of  laboratory  and  X-Ray  study,  it  is  note- 
worthy that  in  this  particular  case,  the  diag- 
nosis was  made  solely  by  accurate  clinical 
observations. 

Summary:  This  represents  a case  of  pro- 

gressive malnutrition  and  emaciation  caused 
by  a partial  congenital  atresia  of  the  upper 
duodenum. 
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Distinguished  Speakers  Scheduled  for  Southwestern  Conference 


D r . T Vi  I Ham  Pa  rson 


Dr.  William  Parson,  Professor  of  Internal 
Medicine  at  the  University  of  Virginia 
School  of  Medicine,  and  Dr.  Kinsey  M. 
Simonton,  Associate  Professor  of  Otolaryn- 
gology of  the  Mayo  Foundation  at  the  Uni- 
versity of  Minnesota  Graduate  School  of 
Medicine,  are  two  speakers  in  the  outstand- 
ing group  scheduled  to  appear  before  the 
annual  meeting  of  the  Southwestern  Medical 
Association  in  El  Paso,  November  17,  18 
and  19. 

The  meeting  will  be  unusual  in  that  the 
Academy  of  General  Practice  and  Special 
Sections  will  meet  on  Wednesday,  November 
17  with  the  General  Meeting  on  Thursday 
and  Friday,  November  18  and  19.  Head- 
quarters for  the  meetings  and  scientific  exhi- 
bits will  be  at  the  Hotel  Paso  Del  Norte. 
Dr.  Maynard  Hart  of  El  Paso  is  general 
chairman  for  the  convention. 


Dr.  Kinsey  M.  Simonton 


Dr.  Parson  received  his  B.  A.  from  Co- 
lumbia University  and  his  M.  D.  from  the 
College  of  Physicians  and  Surgeons  at  Co- 
lumbia University.  He  took  his  internship 
at  the  Presbyterian  Hospital  in  New  York 
City  and  his  residency  at  the  Massachusetts 
General  Hospital  in  Boston.  He  completed 
his  fellowship  at  Johns  Hopkins  Hospital  in 
Baltimore,  Maryland. 

From  1946  to  1949  Dr.  Parson  was  As- 
sistant Professor  of  Medicine  at  the  Tulane 
University  School  of  Medicine  in  New  Orle- 
ans. From  1949  until  the  present  he  has 
been  Professor  of  Internal  Medicine  and 
Chairman  of  the  Department  of  Internal 
Medicine  at  the  University  of  Virginia  School 
of  Medicine  at  Charlottsville,  Virginia. 

Dr.  Parson  is  certified  by  the  American 
Board  of  Internal  Medicine.  He  is  a member 
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Apparent  Value  of  Vitamin  B12 
In  Treatment  of  Cerebral  Vascular  Spasm 
(With  Report  of  A Case) 

By  Bucky  Lee  Burditt,  M.  D.,  Del  Rio 


Vitamin  B12  in  1,000  microgram  dosage 
has  been  used  in  a series  of  different  types 
of  disease  during  recent  months,  including 
tic-doloreaux,  diabetic  and  alcoholic  neuritis, 
other  neuritidies  where  pain  is  a component, 
and  in  the  neurologic  manifestations  of  per- 
nicious anemia.  I have  seen  nothing  reported 
on  its  use  in  cerebral  vascular  spasm,  so  the 
following  case  history  is  being  submitted, 
because  of  its  dramatic  response  to  a single 
dose  of  this  apparently  wonderful  new  drug. 

Past  History 

The  patient  was  a 62  year  old  Anglo- 
American  male  whom  I had  seen  on  several 
previous  occasions,  first  three  years  ago  with 
coronary  thrombosis  from  which  he  com- 
pletely recovered,  and  again  6 months  ago 
with,  cerebral  thrombosis  involving  the  speech 
center,  from  which  he  has  almost  completely 
recovered,  (still  has  a little  difficulty  in 
formulating  his  words  in  talking) . There 
had  been  no  previous  illnesses  other  than 
childhood  diseases,  and  no  history  of  anemia 
of  any  kind. 

Dramatic  Response 

He  was  seen  with  a complaint  of  a sudden 
feeling  of  dizziness  (couldn’t  describe  it  well) 
which  came  on  as  he  was  stooping  down 
picking  up  pecans.  This  was  shortly  fol- 
lowed in  succession  by  vomiting  of  intense 
degree  with  intense  straining  (“dry  heaves”) , 
marked  paleness,  cold  clammy  perspiration, 
severe  weakness,  and  he  said  that  everything 
he  looked  at  had  a checkerboard  appearance. 
Physically  he  had  the  appearance  of  a coro- 
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of  the  American  Federation  for  Clinical  Re- 
search, the  American  Society  for  Clinical 
Investigation,  the  Association  for  the  Study 
of  Interna]  Secretions,  the  Southern  Society 
for  Clinical  Research,  Alpha  Omega  Alpha 
and  Sigma  Xi. 

George  Washington 

Dr.  Simonton  received  his  B.  S.  from 
George  Washington  University,  having  taken 
some  of  his  undergraduate  work  at  the  Uni- 
versity of  Oregon,  and  his  M.  D.  from  George 
Washington  University.  He  served  a one- 
year  internship  at  Gallinger  Municipal  Hos- 
pital in  Washington,  D.  C.  and  next  entered 


nary  occlusion  with  the  typical  paleness,  cold 
clammy  perspiration,  thready  pulse,  and 
vomiting  and  retching  (but  associated  with 
no  precordial  pain  or  distress).  Blood  pres- 
sure was  120/80,  pulse  100,  of  poor  volume, 
heart  and  lungs  were  normal,  abdomen  nega- 
tive, pupils  normal  to  light  and  accommoda- 
tion, muscular  power  weak  all  over  the  body, 
reflexes  all  normal.  His  legs  felt  very  heavy 
and  useless.  During  the  previous  episode  of 
cerebral  thrombosis  I remembered  he  ap- 
peared the  same  way,  but  was  unable  to 
speak  with  the  first  attack.  As  there  was 
uo  paralysis  in  the  present  instance,  I felt 
that  it  must  be  a cerebral  vascular  spasm. 
Why  I gave  him  Vitamin  B12  I don’t  know, 
but  I gave  him  1,000  micrograms  of  Squibb’s 
Rubramin  intra-muscularly.  In  15  minutes 
he  voluntarily  stated  that  he  felt  so  much 
better  that  he  wanted  to  get  up  and  go  to 
the  drive-in  theater.  At  this  time  color  was 
better,  pulse  was  of  good  volume,  80  per 
minute,  blood  pressure  130/80;  clinically  he 
was  much  improved.  There  was  no  more 
vomiting,  and  he  got  better  and  better  until 
two  hours  after  the  injection  he  no  longer 
had  the  weakness  at  all  and  felt  as  well  as 
previously.  He  went  to  work  the  next  morn- 
ing feeling  fine  and  has  been  well  for  one 
month  at  this  writing. 

Conclusion 

A case  of  cerebral  vascular  spasm  is  pre- 
sented, which  responded  dramatically  to  a 
single  1,000  microgram  dose  of  Vitamin  B12 
(Rubramin) . 

the  Mayo  Foundation  in  1934.  He  received 
his  degree  of  M.  S.  in  Otolaryngology  at  the 
University  of  Minnesota  in  1938. 

Dr.  Simonton  is  a Diplomate  of  the  Na- 
tional Board  of  Medical  Examiners  and  he 
is  certified  by  the  American  Board  of  Otol- 
aryngology. He  has  been  a Consultant  in 
the  Section  on  Otolaryngology  at  the  Mayo 
Clinic  since  1937.  He  served  with  the  Medi- 
cal Corns  in  the  Southwest  Pacific  during 
World  War  II. 

He  is  a member  of  the  Minnesota  Academy 
of  Opthalmology  and  Otolaryngology,  the 
American  Academy  of  Opthalmology  and 
Otolaryngology,  the  American  Laryngologi- 
cal,  Rhinological  and  Otological  Society,  Inc., 
and  the  American  Otological  Society. 
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Physicians  From  all  Southwest  Attend  Post-Graduate  Session 


Post-Graduate  School  — Speakers  and  officials  at  the  first  teaching  session  of  the 
El  Paso  branch  of  the  University  of  Texas  Post-Graduate  School  of  Medicine  in  El  Paso 
■June  13  ivere  (left  to  right)  Dean  C.  A.  Puckett  of  Texas  Western  College;  Dr.  F.  J.  L. 
Blasingame,  president  of  the  Texas  Medical  Association  and,  member  of  the  A.  M.  A.’s 
board,  of  trustees;  Dr.  Earl  Beard  of  Houston;  Dr.  Ralph  Homan,  chairman  of  the  El  Paso 
County  Medical  Society’s  educational  committe  ; Dr.  George  R.  Herrmann,  Professor  of 
Medicine  at  the  University  of  Texas  School  of  Medicine  at  Galveston;  and  Dr.  Gerald  H. 
Jordan,  secretary  of  the  El  Paso  society’s  educational  committee;  who  is  in  charge  of 
plans  for  the  next  teaching  session  in  September.  Lecturers  not  shown  in  the  picture  were 
Drs.  Ross  W.  Rissler,  C.  P.  C.  Logsdon , C.  D.  Awe  and  Lester  C.  Feener,  all  of  El  Paso. 


Physicians  from  West  Texas,  New  Mexico, 
Arizona  and  Chihuahua,  Mexico,  attended 
the  first  teaching  session  of  the  El  Paso 
branch  of  the  University  of  Texas  Post- 
Graduate  School  of  Medicine  on  the  subject 
of  cardiology,  June  13. 

Twenty-three  of  the  group  came  from 
Las  Vegas,  Truth  or  Consequences,  Deming, 
Anthony,  Albuquerque,  Santa  Fe,  Roswell, 
Las  Cruces,  Tucumcari  and  Fort  Sumner  in 
New  Mexico;  Tucson  and  Winslow  in  Arizo- 
na; Del  Rio,  Midland,  Stanton,  Pecos,  and 
Ysleta  in  Texas;  and  Chihuahua  City.  The 
session  was  held  in  Providence  Memorial 
Hospital. 


Lecturers  were  Dr.  George  R.  Herrmann 
of  Galveston,  Dr.  Earl  Beard  of  Houston, 
and  Drs.  Ross  W.  Rissler,  C.  P.  C.  Logsdon, 
C.  D.  Awe,  and  Lester  C.  Feener  of  El  Paso. 
Dr.  Ralph  Homan,  chairman  of  the  El  Paso 
County  Medical  Society’s  educational  com- 
mittee, was  in  charge  of  the  arrangements. 

Dr.  F.  J.  L.  Blasingame  of  Wharton,  Texas, 
who  succeeded  Dr.  George  Turner  of  El  Paso 
as  president  of  the  Texas  Medical  Associa- 
tion’s Board  of  Trustees,  spoke  at  a luncheon 
between  lectures. 

Plans  are  being  made  for  the  next  teach- 
ing session  of  the  El  Paso  branch  in  Septem- 
ber on  diseases  of  the  chest.  Dr.  Gerald  H. 
Jordan  of  El  Paso  will  be  in  charge. 
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Miscellaneous  Aphorisms  and  Memorabilia 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces 


1.  “A  few  patients  may  tolerate  and  bene- 
fit from  as  many  as  four  colchicine  tablets 
each  day  of  the  year.  Others  may  alternate 
between  two  and  three  and  four  tablets  daily. 
Moderately  and  severely  afflicted  persons 
who  follow  such  a regimen  have  fewer  acute 
attacks  and  a sense  of  well-being.  The  effect 
of  the  drug  does  not  diminish  through  con- 
tinuous use;  if  an  attack  develops,  a “full 
course”  of  colchicine  is  maximally  effective, 
irrespective  of  previous  ingestion.”  — John 
H.  Talbott,  California  Med.,  Sept.  1953. 

2.  “Benemid  is  a powerful  uricosuric 
agent  which  exerts  its  action  soon  after  in- 
gestion. It  is  a substance  of  low  toxicity 
when  administered  daily  in  therapeutic 
amounts.  The  site  of  the  uricosuric  action 
is  believed  to  be  the  tubular  cells  and  the 
absorption  of  urate  from  glomerular  filtrate 
is  inhibited.  The  urate  clearance  as  measured 
by  a 24 -hour  urine  specimen  may  be  in- 
creased to  15  cc.  or  higher.  The  increase  in 
the  amount  of  uric  acid  excreted  each  day 
may  be  from  30  to  50  per  cent  in  patients  who 
are  ingesting  2.0  gm.  of  Benemid  daily.”  — 
John  H.  Talbott,  loc.  cit. 

3.  “The  author  gives  2.0  gm.  of  Benemid 
daily;  other  investigators  prefer  a slightly 
smaller  dose.  Most  patients  tolerate  the 
larger  dose  without  gastrointestinal  distress. 
The  author  proceeded  on  the  assumption  that 
the  larger  the  quantity  of  Benemid  ingested, 
without  causing  gastrointestinal  distress,  the 
greater  the  uricosuric  action  and  the  greater 
the  inhibition  of  the  tendency  for  precipita- 
tion of  urate  in  bony  and  soft  tissue.”  — 
John  H.  Talbott,  loc.  cit. 

4.  “At  first,  acute  attacks  of  gouty  arthri- 
tis occur  during  Benemid  therapy  just  as  they 
had  occurred  before  administration  of  the 
drug  was  started.  In  some  patients  there 
may  be  a slightly  greater  incidence  of  attacks 
during  the  first  few  months  of  treatment 
with  Benemid.”  — John  H.  Talbott,  loc.  cit. 

5.  “From  four  to  six  months  after  Bene- 
mid therapy  is  started,  there  appears  to  be 
lessening  in  frequency  of  acute  attacks. 
Thereafter  the  diminution  in  severity  and 
frequency  is  reassuring.  In  addition,  the 
majority  of  patients  have  an  improved  feel- 
ing of  well-being  not  noted  while  colchicine 
was  the  only  drug  administered  regularly.” 
— John  H.  Talbott,  loc.  cit. 


6.  “Furthermore,  since  it  probably  takes 
years  for  urates  to  be  deposited  in  gross 
amounts  in  and  about  joints,  undoubtedly  a 
reversal  of  the  abnormality  takes  a long  time 
also.  In  the  patients  observed  by  the  author, 
no  changes  were  noted  roentgenographically 
until  after  at  least  18  months  of  Benemid 
therapy.  Other  observers  have  reported  re- 
gression of  subcutaneous  or  osseous  tophi  in 
shorter  periods.  LTntil  such  a time  as  con- 
clusive observations  are  made  in  support  of 
regression  of  the  metabolic  dyscrasia,  colchi- 
cine in  addition  to  Benemid  should  be  pre- 
scribed routinely  during  intercritical  period.” 
— John  H.  Talbott,  loc.  cit. 

7.  “On  the  other  hand,  most  patients  with 
gout  can  ingest  alcohol  temperately  yet  re- 
main free  of  symptoms  provided  they  do  not 
neglect  prescribed  anti-gout  measures.  It  is 
believed  that  in  general  any  harm  done  by 
alcoholic  beverages  is  owing  to  the  amount 
rather  than  to  the  kind  ingested.”  — John  H. 
Talbott,  loc.  cit. 

8.  “When  a so-called  specialist  addresses 
an  audience  of  general  practitioners,  he 
usually  does  three  things : He  tries  to  con- 
vince them  of  the  importance  of  his  specialty, 
which  is  excusable.  He  tries  to  make  spe- 
cialists of  his  audience,  which  is  unnecessary. 
He  forgets  the  broader  interests  of  his  audi- 
ence, which  is  regrettable,  because  he  misses 
a golden  opportunity  to  give  his  hearers  some- 
thing practical  to  carry  home.”  — Richard 
A.  Kern,  Calif.  Med.,  Oct.  1953. 

9.  “You  always  ask  your  patients  if  they 
cough,  belch,  or  vomit;  why  not  whether 
they  sneeze,  wheeze  or  itch?  You  will  strike 
oil  more  often  if  you  do.”  — Richard  A. 
Kern,  loc.  cit. 

10.  “When  you  sneeze,  do  you  sneeze  once 
or  twice,  or  half-a-dozen  times  in  a row? 
A normal  person  is  entitled  to  two  or  three 
consecutive  sneezes,  but  six,  routinely,  are 
as  sure  to  be  allergic  as  a frank  attack  of 
asthma.”  — Richard  A.  Kern,  loc.  cit. 

11.  “When  a male  over  40  years  of  age 
complains  of  recent  cough  and  breathlessness 
of  insidious  onset,  and  is  found  to  have  a 
large  pericardial  effusion,  a malignant  or 
tuberculous  etiology  is  probable.  If  there  is 
no  fever  and  the  fluid  is  blood-stained,  the 
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diagnostic  scales  tip  sharply  in  favour  of 
malignancy.”  — Paul  Wood,  Diseases  of  the 
Heart  and  Circulation,  1950,  p.  353. 

12.  “If  you  observe  a patient  with  perni- 
cious anemia  who  does  not  have  spinal  cord 
changes  and  treatment  is  such  that  the  blood 
is  kept  entirely  normal,  you  can  be  quite  sure 
the  cord  changes  will  not  develop.  Further- 
more, if  a patient  already  has  cord  changes 
when  first  seen,  and  the  blood  is  maintained 
at  normal  persistently,  the  cord  changes  will 
not  progress.  When  they  have  been  present 
for  longer  than  one  year,  however,  it  is  dif- 
ficult to  restore  normal  function.”  — Cyrus 
C.  Sturgis,  Postgrad.  Med.  Sept.,  1953  p.  200. 

13.  “For  a number  of  years  I have  at- 
tained entirely  satisfactory  results  by  giving 
enteric-coated  ferrous  sulfate  tablets,  0.3  gm. 
(5  gr.),  three  times  a day  before  meals.  If 
the  desired  effect  does  not  occur  within  two 
weeks,  the  dosage  is  doubled.  I have  not 
observed  that  the  addition  of  anything  else, 
including  copper,  vitamins,  etc.,  has  ever 
enhanced  the  effect  of  iron  alone  when  given 
in  the  proper  dosage.”  — Cyrus  C.  Sturgis, 
loc.  cit.,  p.  201. 

14.  “Our  experience  with  a fairly  large 
group  of  patients  with  idiopathic  thrombocy- 
topenic purpura  indicates  that  either  ACTH 
or  cortisone  will  induce  a remission  within 
three  or  four  days  in  more  than  90  per  cent 
of  cases.”  — Cyrus  C.  Sturgis,  loc.  cit.,  p.  202. 

15.  “If  treatment  is  continued  for  14  days 
and  then  stopped,  about  60  per  cent  of  the 
patients  will  relapse  within  a few  weeks.  A 
second  remission  may  again  be  induced  by 
the  same  therapy,  which  renders  splenectomy 
safer  because  the  bleeding  tendency  is  par- 
tially or  completely  controlled.”  — Cyrus  C. 
Sturgis,  loc.  cit.,  p.  202. 

16.  “Both  ACTH  and  cortisone  apparently 
inhibit  the  increased  hemolytic  process  in 
acquired  hemolytic  anemia  and  cause  a rise 
in  the  red  blood  cell  count  which  may  reach 
normal.  These  preparations  have  no  effect 
on  hereditary  hemolytic  anemia  (hereditary 
spherocytosis),  and  there  is  no  conclusive 
evidence  at  present  that  they  are  useful  in 
the  treatment  of  the  secondary  type  of  hemo- 
lytic anemia  such  as  seen  in  Hodgkin’s  dis- 
ease, chronic  leukemia  and  various  other 
conditions.  In  the  idiopathic  acquired  type, 
however,  good  temporary  results  follow  this 
form  of  therapy  in  practically  all  cases.  In 
less  than  20  per  cent,  however,  does  the  con- 
dition remain  under  control  when  medication 
is  discontinued.  Occasionally  a long  remis- 
sion or  possibly  a complete  one  results.  In 


one  of  our  patients  in  whom  the  disease  had 
been  present  for  three  years  and  had  been 
severe  enough  to  require  blood  transfusions, 
treatment  with  ACTH  for  14  days  produced 
a prompt  remission  which  is  still  present 
after  three  years.”  — Cyrus  C.  Sturgis,  loc. 
cit,  p.  202. 

17.  “Finally,  these  preparations  in  some 
unknown  manner  also  permit  patients  with 
this  form  of  anemia  to  tolerate  blood  trans- 
fusions which  in  some  cases  are  otherwise 
associated  with  severe  hemolytic  reactions.” 

— Cyrus  C.  Sturgis,  loc.  cit.,  p.  202. 

13.  “It  should  be  kept  in  mind  that  3 to 
5 per  cent  of  all  patients  with  polycythemia 
vera  spontaneously  develop  chronic  myelo- 
genous leukemia.  In  my  opinion  there  is  no 
evidence,  as  some  have  suspected,  that  irradi- 
ation increases  the  risk  of  this  complication.” 

— Cyrus  C.  Sturgis,  loc.  cit.,  p.  204. 

19.  “I  have  been  mistaken  so  many  times 
on  operating  in  patients  with  various  degrees 
of  biliary  obstruction,  thinking  that  one  type 
of  lesion  was  present  and  finding  another  at 
operation,  that  I have  come  — and  did  come 
a long  time  ago  — to  the  decision  that  where- 
ever  there  is  a question  in  any  case,  not  just 
in  cases  of  biliary  obstruction,  abdominal 
exploration  should  be  done.”  — Waltman 
Walters,  Postgrad.  Med.,  Sept.,  1953,  p.  218. 

20.  “About  half  of  the  cases  of  polycy- 
themia rubra  vera  during  probably  the  first 
one  to  three  years  of  the  disease  will  show, 
on  most  occasions,  a fairly  normal  white 
count.  The  platelets,  though,  are  apt  to  be 
elevated  early  in  the  disease.  So  the  absence 
of  leucocytosis  does  not  rule  it  out  at  all.”  — 
The  American  Practitioner,  May  1953. 

21.  “There  are  no  characteristics  in  the 
bone  marrow  that  help  differentiate  between 
primary  and  secondary  polycythemia.” — Ibid. 

22.  “Amyloidosis  may  simulate  a constric- 
tive pericarditis  because  of  the  rigidity  of 
the  heart  wall,  and  give  the  picture  of  right 
sided  heart  failure.”  — - loc.  cit.,  p.  345. 

23.  “We  normally  live  on  peaceful  terms 
with  our  intestinal  bacteria,  and  it  seems 
almost  ungracious  and  certainly  naive  to  dis- 
turb their  balance  suddenly  in  preparing  for 
a surgical  operation.  We  cannot  by  giving 
known  antibiotics  eliminate  all  forms  of 
living  micro-organism  from  the  intestinal 
tract,  and  we  must  expect  that  suppression 
of  the  species  sensitive  to  the  chosen  anti- 
biotic will  favour  proliferation  of  those  which 
are  insensitive.  We  still  know  little  of  the 
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complicated  influence  governing’  the  ecology 
of  the  bacterial  population  of  the  intestine, 
but  common  sense  suggests  that  it  may  be 
best  for  the  patient  to  weather  a surgical 
crisis  in  company  with  the  organisms  with 
which  he  has  come  to  terms.  Perhaps  staphy- 
lococci are  not  the  sole  cause  of  the  enter- 
ocolitis reported  by  Dr.  Gardener  and  others, 
but  many  coagulase- positive  staphylococci 
produce  enterotoxin  and  may  give  rise  to 
sharp  outbreaks  of  food-poisoning.  Owing  to 
our  own  activities,  staphylococci  in  hospitals 
are  now  largely  resistant  to  the  antibiotics 
in  general  use,  and  it  has  been  suggested  that 
erythromycin,  as  it  becomes  available  here, 
might  be  reserved  for  cases  of  staphylococ- 
cal enteritis.  Such  restraint,  however,  would 
not  be  in  keeping  with  the  general  popularity 
of  new  antibiotics,  and  in  any  event  erythro- 
mycin-resistant staphylococci  appear  very 
readily.” — The  Lancet,  Dec.  12,  1953,  p.  1246. 

24.  “This  patient  demonstrated  the  other 
way  people  react  to  drugs,  that  is,  very  acute- 
ly, much  as  they  would  to  an  infection.  In 
fact  during  the  first  24  hours  of  the  episode 
I think  it  is  almost  impossible  to  decide 
whether  the  patient  is  having  an  acute  infec- 
tious process  or  whether  he  is  having  an 
acute  reaction  to  a drug.  It  is  not  unusual 
in  patients  who  have  an  acute  cutaneous  re- 
action to  a drug,  particularly  to  iodide,  to 
have  bullae.  These  lesions  are  acute,  some- 
times diffusely  erthyematous  and  sometimes 
like  the  pattern  called  erythema  multiforme. 
Other  times  there  may  be  hemorrhages  into 
the  skin.  I think  the  onset  of  this  episode 
with  fever  and  sore  throat  and  with  lympha- 
denopathy  is  quite  compatible  with  a reaction 
to  a drug.”  — Dr.  Chester  N.  Frazier,  Amer- 
ican Practitioner,  November  1953,  p.  786. 

25.  “I  have  seen  kidney  failure  during 
acute  iodism  with  a rise  in  the  NPN.  These 
patients  frequently  can  accumulate  fluid  in 
the  legs.  There  is  some  reason  to  believe 
they  may  accumulate  fluid  in  other  serous 
cavities.”  — Dr.  Chester  N.  Frazier,  Amer- 
ican Practitioner,  November  1953,  p.  787. 

26.  “By  an  opaque-injection  method 
Franks  has  proved  that  there  is  a direct  link 
between  the  prostatic  venous  plexus  and  that 
of  the  vertebrae ; and  it  seems  from  this  work 
that  the  distribution  of  bony  metastases  in 
prostatic  cancer  can  most  reasonably  be  ex- 
plained by  the  passage  of  tumor  emboli  along 
this  channel,  which  by-passes  the  caval, 
portal,  and  pulmonary  circulations.  Batson 
originally  suggested  that  obstruction  of  the 
inferior  vena  cava  by  increased  intra-abdo- 
minal pressure  could  predispose  to  diversion 


of  blood-flow  from  the  pelvis  into  the  verte- 
bral venous  system.  The  possibility  of  similar 
factors  in  the  distribution  of  venous  emboli 
from  prostatic  cancer  raises  interesting  prac- 
tical questions.  Coughing,  straining,  and  in- 
creased intra-abdominal  pressure  from  other 
causes  may  turn  out  to  be  dangerous  to  the 
patient  with  prostatic  cancer.”  — The  Lancet, 
Dec.  19,  1953,  p.  1301. 

27.  “I  should  like  to  put  in  a word  for 
the  value  of  curiosity  as  one  of  the  great 
influences  of  civilization.  For  it  will  come 
to  pass,  as  you  become  master  of  your  own 
craft,  that  the  certainties  recede,  enthusiasms 
to  some  extent  fade;  but  if  you  keep  your 
curiosity  and  your  enquiring  mind  alive,  that, 
you  will  find,  will  sustain  you  until  the  end. 
If  I may  say  so,  back  your  fancy;  let  your 
curiosity  take  you  into  the  paths  which  fasci- 
nate you  or  appeal  to  you  and  do  not  let  it 
be  dominated  by  what  other  people  around 
you  or  in  the  past  have  said  are  the  great  or 
the  important  or  the  beautiful  things.  If  you 
remain  curious  and  do  not  take  things  for 
granted,  you  will  find,  however  specialized 
your  path,  that  life  is  continually  opening 
out  before  you  and  showing  you  new  fields 
in  which  your  mind  can  dwell.”  — Lord 
Radcliffe,  The  Lancet,  Dec.  26,  1953,  p.  1323. 

28.  “The  problem  of  carcinoma  of  the 
breast  holds  many  imponderable  factors.  We 
cannot  yet  assess  with  much  accuracy  the 
malignancy  of  tumours,  and  we  know  almost 
nothing  about  host  resistance  to  their  spread. 
Until  the  biochemistry  of  tumour  growth  and 
host-resistance  is  better  understood  we  can 
only  grope  by  mechanical  means  along  thera- 
peutic paths  which  are  dimly  indicated  by 
morbid  histology  and  judge  by  the  slow  crite- 
rion of  the  end-result  whether  the  technique 
we  follow  is  better  (or  worse)  than  its  pre- 
decessor.” — R.  S.  Handley,  British  Meet.  J ., 
Jan.  9,  1954,  page  63. 

29.  “Does  it  really  pay  to  be  reasonable 
and  considerate  to  subordinates?  I’ve  just 
been  talking  to  a colleague  who  believes  that 
rude  surgeons  get  what  they  want  because 
they  treat  nurses  rough,  throw  instruments 
at  them,  and  demand  everything  just  so.  My 
friend,  a good -mannered  physician,  treats 
nurses  with  courtesy  and  consideration,  and 
thinks  he  gets  less  attention  in  consequence. 
There’s  a lot  in  what  he  says.  I’ve  heard 
nurses  talking  with  awe  and  respect  of  the 
whims  and  caprices  of  the  mighty,  but  never 
heard  them  praising  the  kindnesses  of  the 
courteous.”  — The  Lancet,  Jan.  24,  1948. 

30.  “There  is  one  other  impact  of  the 
Welfare  State  upon  medicine  on  which  I 
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would  like  to  touch.  Formerly  a patient  re- 
ceiving treatment  in  hospital  regarded  his 
care  and  attention  as  a gift  of  grace  and  ac- 
cepted with  thankfulness  what  was  offered. 
Today  he  realizes  that  the  hospital  service 
is  something  for  which  he  has  paid  and  he 
expects  it  to  be  at  his  disposal.  Moreover, 
he  expects  not  only  treatment  but  results ; 
and  if  results  are  not  up  to  expectation,  or 
through  some  accident  or  human  error  are 
unfavourable,  he  is  becoming  more  and  more 
to  seek  satisfaction  in  the  courts  of  law.”  — 
The  Lancet,  Jan.  16,  1954,  p.  151. 

31.  “The  other  factor  which  has  latterly 
brought  medicine  into  the  law-courts  is  that 
in  certain  circumstances  the  Welfare  State 
now  provides  prospective  litigants  with  a 
free  legal  service.  Whilst  no  one  would  wish 
justice  to  be  denied  to  the  poor,  there  can 
be  no  doubt  that  a combination  of  free  medi- 
cine and  free  law  has  brought  about  a sense 
of  irresponsibility  in  litigation,  in  that  what- 
ever the  result  of  an  action  the  costs  will  be 
paid  out  of  the  bottomless  purse  of  the  State.” 
— - The  Lancet , loc.  cit.,  p.  151. 

32.  “It  is  known  that  some  healthy  young 
women  always  have  temperatures  a degree  or 
so  above  the  usual  98.6.  Some  have  now  been 
observed  for  years  and  have  remained 
healthy.”  — Modern  Med.,  W.  C.  Alvarez, 
Feb.  1,  1954,  p.  77. 

33.  “The  patient  having  a typical  tension 
headache  does  not  appear  to  be  in  great  dis- 
tress and  is  quite  willing  to  discuss  his  head- 
ache problem  freely.  This  attitude  is  in  sharp 
contrast  to  that  of  the  patient  who  is  having 
an  attack  of  migraine.  He  wants  to  be  left 
alone  and  undisturbed.”  — G.  A.  Peters, 
Proc.  Staff  Meet.,  Mayo  Clin.,  Dec.  2,  1953. 

34.  “As  the  failure  of  early  treatment  is 
due  to  later  development  of  remote  metas- 
tases  from  earlier  remote  spread  of  cancer 
cells,  it  must  be  postulated  that,  in  most  (if 
not  all)  lethal  breast  cancer,  remote  spread 
takes  place  through  the  blood-stream  before 
treatment  can  be  instituted,  and  that  conse- 
quently neither  early  nor  extensive  treat- 
ment of  the  primary  lesion  can  effect  any 
material  reduction  in  mortality.”  — The 
Lancet,  Jan.  30,  1954,  p.  254. 

35.  “As  the  development  of  metastases, 
after  their  implantation,  appears  to  be  in- 
dependent of  the  primary  lesion,  there  is  no 
logical  basis  for  assuming  material  postpone- 
ment of  mortality  through  treatment  of  the 
primary  lesion  with  its  lymphatics.  The  very 
early  remote  spread  explains,  as  no  alter- 
native does,  the  similarity  in  survivals  ob- 


tained by  different  treatments,  and,  along 
with  the  limitation  of  histo-pathology,  ex- 
plains the  inconsistencies  and  contradictions 
found  throughout  breast-cancer  literature. 
The  evidence  today  does  not  provide  any 
encouragement  that  effectual  control  of  mor- 
tality from  any  major  cancer  has  yet  been 
achieved.  This  does  not  mean  that  cancer 
or  tumour  of  any  type  should  not  be  treated. 
It  does  mean  that  investigation  and  treat- 
ment should  be  tempered  with  an  under- 
standing of  the  limitations  of  both  diagnosis 
and  treatment,  and  that  claims,  even  more 
than  objectives,  should  be  kept  within  the 
possibilities  of  performance.”  — The  Lancet, 
Jan.  30,  1954,  p.  254. 

36.  “The  red-cell  count  is  greatly  over- 
rated as  a diagnostic  aid,  because  the  errors 
inherent  in  it  are  immense  and  the  labour 
required  by  it  is  considerable.”  — George 
Discombe,  The  British  Med.  J.,  Feb.  6,  1954, 
p.  326. 

37.  “My  clinical  colleagues  rarely  insist 
on  red  counts  when  they  appreciate  how 
unreliable  they  are  and  how  much  labour 
they  require.”  - — Geo.  Discombe,  loc.  cit. 

38.  “All  sulfonamides  are  definitely  con- 
traindicated throughout  the  course  of  rick- 
ettsial infections.  Their  administration  to 
human  beings  with  rickettsial  spotted  fever, 
as  well  as  to  experimental  animals,  clearly 
increases  the  severity  of  the  illness.”  — Geo. 
T.  Harrell,  Med.  Clinics  of  N.  Am.,  March 
1953,  p.  409. 

39.  “Penicillin  appeared  to  be  the  treat- 
ment of  choice  in  gonorrheal  arthritis  be- 
cause its  results  are  at  least  equivalent,  if 
not  superior,  to  other  methods,  and  because 
of  its  low  toxicity  and  ease  of  administra- 
tion. Usual  adequate  dosage  was  800,000  to 
1,000,000  units  daily  for  a period  of  10  days.” 
— Annals  of  Internal  Med.,  Sept.  1953, 
p.  507  — Review  of  Rheumatism. 

JO.  “In  view  of  observations  of  electro- 
cardiographic changes  in  acute  gonococcal 
arthritis,  the  combination  of  electrocardio- 
graphic abnormality  and  polyarthritis  can 
no  longer  be  accepted  as  pathognomonic  of 
acute  rheumatic  fever.  The  necessity  for 
specific  treatment  based  on  prompt  diagno- 
sis, with  emphasis  particularly  on  aspiration 
and  culture  of  synovial  fluid,  was  demon- 
strated in  three  patients  in  whom  permanent 
joint  disability  developed  during  the  period 
they  were  being  treated  for  rheumatic  fever. 
(In  recent  years,  gonorrheal  arthritis  is  more 
often  seen  in  women,  and  frequently  is  in- 
itially confused  with  acute  rheumatic  fever. 
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This  is  undoubtedly  a reflection  of  the  in- 
creased difficulty  in  diagnosis  of  genital 
gonorrhea  in  women.  — Ed.)  Annals  of 
Internal  Med.,  Sept.  1953,  p.  506,  Review  on 
Rheumatism. 

41.  “So-Called  ‘postgonorrheal  rheuma- 
toid arthritis’  is  neither  grafted  on  nor 
evolved  from  a subsiding  acute  gonorrheal 
arthritis ; it  represents  simply  rheumatoid 
arthritis,  precipitated  or  aggravated  by  acute 
genital  (not  articular)  gonorrhea.”  loc.  cit., 
p.  562. 

42.  “The  outstanding  weakness  of  ery- 
thromycin is  the  ease  with  which  bacterial 

resistance  to  it  can  be  acquired This 

change  occurs  more  rapidly  than  with  any 
other  antibiotic  except  streptomycin,  and 
has  been  shown  to  be  the  cause  of  failure 
in  the  treatment  of  infections  which  do  not 
respond  readily  to  treatment,  particularly 
bacterial  endocarditis.”  — - British  Med.  J. 
Jan.  30,  1954,  p.  261. 

43.  “In  most  cases  the  brain  wave  that 
starts  research  comes  from  a man  who  has 
not  the  time,  or  the  inclination,  or  the  damned 
dull  persistence  to  work  it  out  to  a finished 
project.  The  translation  of  the  inspired  reve- 
lations into  a solid  reality  that  can  be  put  in 
bottles  and  sold  over  the  counter  is  the  work 
of  hundreds  of  bored  yes-men,  each  working 
in  a white  coat  for  eight  hours  a day  at  some 
detail  of  structural  formula,  repeating  the 
same  observation  hundreds  of  times,  and 
handing  over  his  results  to  someone  else.” 
— “The  Yes  Man,”  Sir  Heneage  Ogilvie, 
New  Zealand  Medical  Journal,  October  1953, 
p.  319,  320. 

44.  “But  what  most  of  us  mean  by  the 
yes-man  is  the  man  holding  some  responsible 
position  who  always  agrees  in  spite  of  his 
own  opinion,  or  who  even  takes  care  not  to 
have  an  opinion  of  his  own;  the  toady,  the 
lickspittle,  the  stooge.  In  this  form  the  yes- 
man  is  the  prime  danger  in  every  organized 
job,  whether  in  government,  industry  or 
science.  He  not  only  encourages  conceit  and 
bad  work  in  his  chief,  he  cuts  off  the  chief 
from  criticism.”  — Sir  Heneage  Ogilvie, 
loc.  cit. 

45.  “It  might  be  thought  that  an  able 
man  at  the  head  of  his  profession  would 
always  spot  sychophaney  in  his  assistants. 
Experience  has  shown  that  such  is  not  the 
case.  A smart  yes-man  has  no  difficulty  in 
gaining  the  confidence  of  his  chief  because 
great  men,  whether  they  be  politicians,  sol- 
diers, upper  bureaucrats,  commercial  mag- 
nates, or  leading  scientists,  are  exceedingly 
busy,  and  the  yes-man  not  only  gives  them 


encouragement,  he  saves  their  time,  he  is 
never  in  the  way.  And  yes-men  are  not  all 
hypocrites  and  climbers;  many  are  smart 
men  of  small  ability,  imagination  and  char- 
acter, born  yes-men  who  have  not  the  brains 
to  think  for  themselves,  intellectual  chamele- 
ons who  take  their  spiritual  color  from  the 
more  vivid  personality  of  their  chief.”  — 
Sir  Heneage  Ogilvie,  loc.  cit. 

46.  “Advances  in  methods  of  intercom- 
munication have  made  the  spread  of  yes- 
man-ship  almost  inevitable.  The  radio  has 
brought  the  voice  of  authority  into  every 
home,  and  the  voice  of  authority  is  “his  mas- 
ter’s voice.”  Wireless  is  replacing  thought, 
or  rather  abolishing  the  need  for  thought, 
teaching  the  younger  generation  what  to 
think  rather  than  how  to  think.  Television 
threatens  to  be  infinitely  worse,  for  while 
radio  does  not  prevent  reading  or  conversa- 
tion, television  demands  complete  subjection 
of  all  the  senses  and  forbids  any  use  of  the 
mind  other  than  as  a receptable  for  the 
planned  fare  of  the  day.”  — Sir  Heneage 
Ogilvie,  loc.  cit.,  p.  321. 


CROUP 

Baty,  J.  M.  & Kreidherg,  M.  B., 

M.  Clin.  North  America  36:1279,  1952 

In  treating  children  with  “croup”  it  is 
well  to  remember  that  restlessness  is  usually 
due  to  respiratory  difficulty  and  that  seda- 
tives must  be  used  with  caution  if  at  all. 
A prominent  feature  of  acute  bronchiolitis  is 
spasm  of  the  bronchi  and  bronchioles.  Ephe- 
drine  may  be  administered  orally  or  amino- 
phylline  prescribed  in  the  following  manner : 
Aminophylline  Rectal 
Suppos.  aa  0.25  Gm.  No.  12 
Sig:  Insert  one  suppository  every  4 to 
6 hrs. 

Clinical  Clippings,  January,  1953. 


HYPERTENSION 

A Clinical  Evaluation  Of  The  Treatment  Of 
Hypertension  With  Dihydrogenated 
Ergotoxine  Alkaloids 

Sutton,  G.  C.,  et  al..  Am.  Heart  J. 
JJ:622,  1952 

This  study  involved  the  use  of  dihydroer- 
gocornine  ( CCK-179* ) in  treatment  of  hyper- 
tension. When  given  orally  the  agent  was  in- 
effective in  lowering  blood  pressure.  Paren- 
teral administration  of  CCK-179  produced 
a transient  drop  in  pressure  in  30  patients. 

*Hydergine,  supplied  by  Sandoz  Pharmaceuticals , Inc. 
Clinical  Clippings,  January.  1953. 
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Mechanisms  Of  The  Production  Of  The  Anginal  Syndrome 
By  The  Current  Hypotensive  Drugs  In  Use 

By  Walter  E.  Judson,  M.  D.,  and  William  Hollander,  M.  D., 
Massachusetts  Memorial  Hospitals,  Boston 


Seventeen  patients  with  hypertensive 
cardiovascular  and/or  coronary  artery  dis- 
ease were  selected  for  the  study.  Of  the 
seventeen,  eleven  had  definitely  abnormal 
resting  electrocardiograms.  On  performing 
the  exercise  tolerance  test  sixteen  patients 
developed  abnormal,  or  more  abnormal,  pat- 
terns. After  intravenous  Apresoline  all  sev- 
enteen patients  developed  abnormal,  or  more 
abnormal,  electrocardiograms  associated  with 
their  typical  anginal  complaints. 

After  the  administration  of  intravenous 
Apresoline  eleven  patients  showed  an  aver- 
age reduction  in  mean  arterial  pressure  of 
20  mm.  Hg;  whereas  a greater  number,  fif- 
teen in  the  group,  showed  an  acceleration 
of  the  heart  rate,  an  average  increase  of  15 
beats/min.  However,  even  when  the  level 
of  blood  pressure  was  maintained  at  or  above 
control  levels  either  naturally  or  by  a con- 
tinuous infusion  of  1-norepinephrine,  intra- 
venous Apresoline  caused  the  typical  abnor- 
mal patterns  in  the  electrocardiogram  along 
with  severe  anginal  pain. 

Hexamethonium,  a ganglionic  blocking 
agent,  caused  severe  and  prolonged  hypoten- 
sion also  associated  with  adverse  changes  in 
the  electrocardiogram.  These  changes  were 
usually  reversed  when  the  arterial  pressure 
rose  naturally  or  from  intravenous  norepine- 


phrine. However,  in  one  patient  with  coro- 
nary artery  disease,  a profound  hypotension 
after  this  drug  was  accompanied  by  the  de- 
velopment of  a typical  myocardial  infarction. 

Similarly,  other  hypotensive  agents  such 
as  dihydroergocornine,  veratrum,  sodium 
amytal,  may  cause  decreases  in  the  arterial 
pressure  which  in  the  presence  of  sclerotic 
coronary  arteries  may  be  associated  with 
adverse  electrocardiograms. 

The  data  suggest  that  coronary  insuffi- 
ciency occurring  in  hypertensive  patients 
with  coronary  artery  disease  during  treat- 
ment with  different  hypotensive  drugs  may 
result  from  several  different  hemodynamic 
mechanisms.  Coronary  insufficiency  after 
administration  of  Apresoline  apparently 
does  not  result  primarily  from  reduction  in 
the  aortic  perfusion  pressure  but  from  in- 
creases in  cardiac  output  and  pulse  rate. 
Coronary  insufficiency  after  the  administra- 
tion of  hexamethonium,  on  the  other  hand, 
seems  to  result  primarily  from  a reduction 
in  the  aortic  perfusion  pressure  during  the 
severe  hypotension  which  this  drug  produces. 
The  severity  and  duration  of  the  reactions  of 
intravenous  Apresoline  appear  likely  to  pre- 
clude its  general  clinical  use  as  a test  for 
coronary  insufficiency. 


The  Effects  Of  Esophageal  Distension  In 
Patients  With  Angina  Pectoris 


By  William  Hollander,  M.  D.,  Walter  E.  Judson,  M.  D.,  and  Philip  Kramer,  M.  D., 
Massachusetts  Memorial  Hospitals,  Boston 


The  purpose  of  the  study  was  to  re- 
examine the  relationship  of  esophageal  pain 
to  the  pain  of  angina  pectoris  by  comparing 
experimentally  produced  esophageal  pain 
with  anginal  pain  in  patients  with  angina 
pectoris. 

Thirteen  patients  with  histories  of  angina 
pectoris  and  positive  exercise  tolerance  tests 
(E.K.G.)  were  selected  for  the  study.  Eso- 
phageal pain  wras  produced  by  balloon  disten- 
sion via  a Miller- Abbot  tube  placed  fluoros- 


copic-ally. During  and  following  esophageal 
distension  multilead  electrocardiographic 
tracings  were  taken. 

No  characteristic  pain  was  produced  by 
esophageal  distension.  Four  patients  of  the 
group  were  unable  to  distinguish  the  pain 
associated  with  esophageal  distension  from 
a typical  attack  of  angina  pectoris.  The  pain 
produced  disappeared  on  deflation  of  the 
esophagus  and  was  unaccompanied  by  elec- 
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trocardiographic  changes.  In  one  of  the  thir- 
teen patients,  who  experienced  no  pain  on 
esophageal  distension,  the  electrocardiogra- 
phic tracing  showed  an  ischemic  pattern. 
Balloon  distension  of  the  esophagus  produced 
premature  beats  in  six  patients. 

These  findings  indicate  that  esophageal 
pain  is  capable  of  mimicking  the  pain  of 


angina  pectoris  and  may  be  indistinguishable 
from  it,  while  the  mode  of  onset  and  duration 
of  the  pain  may  differentiate  its  origin.  It 
is  uncertain  whether  the  electrocardiogram 
is  of  any  aid  in  this  connection.  Balloon  dis- 
tension of  the  esophagus  as  a clinical  aid  in 
differentiating  esophageal  and  anginal  pain 
is  of  doubtful  practical  value. 


Treatment  of  Angina  Pectoris  in  Hypertensive  Patients 

By  Dera  Kinsey,  M.  D.,  George  P.  Whitelaw,  M.  D.,  and 
Reginald  H.  Smithwick,  M.  D.,  Massachusetts  Memorial  Hospitals,  Boston 


We  have  previously  noted  that  a few  pa- 
tients having  persistent  angina  pectoris  fol- 
lowing extensive  splanchnic  denervation, 
were  relieved  by  subsequent  cardiac  dener- 
vation. This  suggested  that  total  or  near 
total  thoracic  denervation  might  prove  to  be 
the  operation  of  choice  in  hypertensive  pa- 
tients having  angina  pectoris  as  an  outstand- 
ing symptom. 

This  report  presents  the  results  of  total 
transthoracic  splanchnicectomv  as  compared 
with  lumbodorsal  snlanchnicectomy  and  non- 
surgical  methods  of  treatment.  The  findings 
to  date  would  seem  to  bear  out  our  prelimi- 
nary impression  that  transthoracic  sympa- 
thectomy and  splanchnicectomy,  including 
the  heart  in  the  d enervated  area,  appears  to 
be  the  most  effective  procedure  in  treating 
the  hypertensive  patient  having  angina  pec- 
toris as  well. 

Two  hundred  and  forty-one  cases  were 
treated  and  followed  for  one  to  eleven  years. 
Twenty-eight  or  11  per  cent  had  previously 
had  myocardial  infarction.  Thirty-eight  or 
16  per  cent  had  previously  had  congestive 
heart  failure.  Fifty-nine  patients  were  treat- 
ed by  total  transthoracic  splanchnicectomy, 
70  per  cent  of  which  had  severe  angina. 
One  hundred  twenty-eight  patients  were 
treated  by  lumbodorsal  splanchnicectomy, 
26  per  cent  had  severe  angina  and  fifty-four 
patients  were  treated  by  lion-surgical  meth- 
ods 39  per  cent  of  which  had  severe  angina. 

The  cases  treated  by  total  transthoracic 
sympathectomy  were  the  severest  cases.  The 
operative  mortality  was  higher  in  the  total 
transthoracic  group  than  it  was  in  the  lum- 
bodorsal group ; however,  the  total  mortality, 


or  the  mortality  at  the  end  of  the  follow-up 
period,  was  the  same  in  both  operative  groups 
and  half  that  of  the  non-operative  group.  The 
mortality  was  just  as  high  in  patients  having 
mild  forms  of  angina  as  it  was  in  those 
having  severe  forms  of  angina  treated  medi- 
cally; whereas,  the  mortality  was  lower  in 
patients  having  mild  angina  in  both  surgical 
groups.  Improvement  in  cardiovascular 
changes  and  blood  pressure  was  most  com- 
mon in  surgically  treated  cases,  especially 
the  transthoracic  group.  Relief  of  angina 
occurred  in  50  per  cent  of  the  surgically 
treated  cases,  and  in  80  per  cent  of  the  trans- 
thoracic group  alone,  whereas  19  per  cent 
showed  improvement  in  the  non -surgical 
group. 

In  Conclusion 

I.  Hypertensive  patients  having  severe  an- 
gina pectoris  who  have  been  treated  by 
total  transthoracic  splanchnicectomy  have 
had  better  results  than  those  treated  by 
lumbodorsal  splanchnicectomy  or  those 
treated  medically. 

II.  Total  transthoracic  splanchnicectomy  is 
a procedure  which  carries  a higher  oper- 
ative morbidity  and  mortality  than  does 
lumbodorsal  splanchnicectomy  or  other 
forms  of  splanchnicectomy  in  which  an 
extra-pleural  approach  is  utilized.  For 
this  reason,  in  hypertensive  patients  hav- 
ing mild  angina  pectoris  we,  at  the  pres- 
ent time,  are  performing  a two-stage 
procedure  in  which  a bilateral  lower 
thoracic  splanchnicectomy  is  performed 
by  the  Peet  technique.  This  is  followed 
by  an  extra-pleural  cardiac  denervation 
at  a later  date  if  necessary. 
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Dr.  Frederick  P.  Bornstein,  Editor 
Case  No.  1037 

Presentation  Of  Case  By  Dr.  H.  P.  Borgeson 


Presenting  Complaint 

Abdominal  pain  and  vomiting  for  two 
months. 

Past  History 

Pulmonary  tuberculosis,  age  14,  moder- 
ately advanced,  with  early  cavitation  and 
pleural  adhesions.  Hospitalization  for  five 
months  and  treated  with  pneumothorax. 
Condition  improved  on  discharge ; considered 
arrested. 

Family  History 

Non-contributory. 

Present  Illness 

This  19-year  old  Latin  American  female 
was  admitted  to  the  hospital  February  17, 
1954,  with  abdominal  pain  and  vomiting  for 
two  months.  The  abdominal  pain  began  in 
the  epigastrium  and  moved  to  the  left  lower 
quadrant  and  lower  midline.  Patient  vomited 
intermittently  at  onset  but  on  admission 
patient  was  vomiting  constantly.  There  was 
no  blood  in  the  vomitus.  No  diarrhea  or 
melena.  Patient  had  noted  approximately  20 
lbs.  weight  loss  in  two  months.  Patient  had 
occasional  nocturnal  fever  since  the  onset 
of  the  present  illness. 

System  Review 

Weight  loss  for  two  months ; nocturnal 
fever,  two  months.  No  skin  lesions  or  dis- 
coloration. No  headaches.  No  difficulty  in 
seeing  or  hearing.  No  cough,  hemoptysis, 
chest  pain,  or  dyspnea.  No  edema.  No  dys- 
uria  or  hematuria.  Amenorrhea  six  months 
following  delivery,  Para.  2. 

Physical  Examination 

Temperature:  98.6;  Pulse:  100;  Respira- 
tions: 20 ; Blood  pressure : 106/86.  General: 
Patient  is  a poorly  nourished,  alert,  white 
female  in  no  acute  distress.  She  is  dehydrated. 
Opthalmoscopic  examination:  Negative;  Pu- 
pils normal.  Ears,  nose  and  throat:  No  le- 
sions. Neck:  Thyroid  is  smooth  and  easily 
palpable,  but  not  enlarged.  Lymph  nodes : 
Multiple  cervical  lymph  nodes  palpable,  espe- 
cially at  left  anterior  chain.  No  other  lymph 
nodes  noted.  Chest:  Good  expansion  bilater- 


ally. Auscultation  and  percussion  reveals  no 
abnormalities.  Breast:  Thin,  with  no  masses. 
Heart:  No  murmurs.  Regular  sinus  rhythm. 
Not  enlarged  to  percussion.  Abdomen : Thin, 
flat,  moderate  tenderness  in  both  lower  quad- 
rants without  rebound ; a small  movable  non- 
tender mass  is  felt  below  and  to  the  right 
of  the  umbilicus;  liver,  kidneys  or  spleen  not 
palpable.  Female  genitalia : Uterus,  normal 
size ; adnexa  free ; cervix  and  vaginal  normal 
and  without  lesions.  Rectum:  No  masses, 
hemorrhoids ; stool  normal  color.  Extremi- 
ties: No  edema,  deformities,  or  lesions. 
Neurological  examination:  Reflexes  equal, 
symmetrical,  and  no  pathological  reflexes. 

Laboratory 

C.  B.  C : Hemoglobin  : 12.7  grams ; R.  B.  C : 
4.6  million;  W.  B.  C:  5,600;  Differential: 
Segs  50,  lymphs  24,  Monos  24,  Stabs  2.  Urina- 
lysis: Specific  gravity : 1.030;  negative  sugar 
and  albumin;  no  cells;  occasional  hyaline 
casts.  Sed  Rate : 42  mm/hr.  Gastric  analysis : 
Total  acid : 1 ; free  acid  present.  P.  B.I : above 
20  gamma.  Gastric  washings : No  acid  fast 
bacilli;  Total  protein:  6.4;  Albumin:  3.2; 
globulin : 3.2.  Urine : Bence-Jones  protein 
negative;  febrile  agglutinations  negative. 
Stool : Occult  blood  positive ; ova  and  parasite 
negative.  Sputum : No  acid  fast  bacilli.  RBC 
Morphology : “Platelets  are  greatly  increased. 
Morphology  fairly  typical  or  virus  type  re- 
action. A leukemic  monocytic  leukemia  can- 
not be  excluded  without  bone  marrow.”  Bone 
marrow:  (Aspirated  and  biopsy):  Not  re- 
markable. 

X-Ray 

Chest : Lesion  right  costophrenic  angle  con- 
sistent with  Ghon  Tubercle.  Circular  opacity 
right  third  interspace,  consistent  with  metas- 
tatic nodule.  KUB : Psoas  shadows  and  peri- 
toneal lines  normal.  No  opaque  calculi.  Spine 
and  pelvis  normal.  No  evidence  of  intestinal 
obstruction.  Upper  G.  I:  Negative.  Barium 
enema : Probably  inflammatory  narrowing  of 
transverse  colon  and  iliocec-al  area.  Skull  and 
long  bones : negative. 

Tissue  Reports 

Lymph  node:  lipomelanotic  hyperplasia. 
(Biopsy  of  neck  node  reveals  a nodule  con- 


Page  306 


SOUTHWESTERN  MEDICINE 


JULY,  1954 


taming  myelinated  nerve  fibers  and  consid- 
erable nerve  plexus  and  in  addition  normal 
striated  muscle). 

Course  in  Hospital 

Patient  ran  fever  daily  from  100-102  de- 
grees. After  initial  hydration  the  vomiting 
stopped  and  did  not  recur  as  long  as  the 
patient  was  kept  on  a liquid  diet.  The  patient 
continued  to  run  a fever  and  on  March  10th 
an  attempt  was  made  to  biopsy  the  abdomi- 
nal mass.  It  was  found  that  this  mass  was 
located  intraperitoneally.  An  inguinal  lymph 
node  was  removed  for  biopsy  and  is  reported 
above.  During  the  following  week,  the  pa- 
tient’s condition  showed  little  change.  On 
March  17th,  an  abdominal  laparotomy  was 
done. 

DISCUSSION  OF  X-RAY 
Dr.  Vincent  M.  Ravel 

The  chest  film  certainly  presents  evidence 
of  an  old  acid  fast  lesion  in  the  right  upper 
lung  field  and  in  addition  in  the  right  mid- 
lung field  is  this  circular  nodular  opacity 
which  is  consistent  with  a round  focus  type 
of  tuberculosis  or  a possible  metastatic  lesion. 
In  view  of  the  finding  of  a soft  tissue  mass 
in  the  right  lower  quadrant,  this  takes  on 
added  significance  from  the  standpoint  of  a 
possible  neoplasm. 

The  upper  G.  I.  films  reveal  no  signifi- 
cant organic  changes. 

The  barium  enema,  however,  does  present 
a filling  defect  in  the  cecum  and  involvement 
of  the  terminal  ileum.  This,  I think,  is  the 
first  real  significant  clue  from  the  X-ray 
standpoint  concerning  the  diagnosis.  When 
we  have  a soft  tissue  mass  in  the  region  of 
the  cecum  with  involvement  of  the  terminal 
ileum,  the  number  one  consideration  is  tuber- 
culosis. With  the  findings  in  the  chest  and 
the  past  history  of  tuberculosis,  certainly 
this  is  to  be  considered  a possibility.  The 
second  one,  carcinoma  of  the  cecum  usually 
does  not  involve  the  terminal  ileum.  A re- 
gional ileitis  or  terminal  ileitis  will  not  usual- 
ly involve  the  cecum.  Amebiasis  or  amebic 
granuloma  usually  does  not  involve  the  ter- 
minal ileum.  I have  seen  a ruptured  ap- 
pendix, but  the  other  clinical  findings  do 
not  fit  in  with  a ruptured  appendix  and  a 
granulomatous  change  following  the  rup- 
tured appendix. 

Summing  up  then,  we  have  a patient  with 
a nodular  lesion  in  the  chest  consistent  with 
a round  focus  type  acid  fast  lesion  and  the 
findings  in  the  terminal  ileum  and  cecum 
consistent  with  a tuberculous  granuloma. 


Dr.  Frederick  P.  Bornstein 

Before  we  proceed  with  the  differential 
diagnosis,  I would  like  to  comment  on  the 
diagnosis  of  lipomelanosis  reticularis,  which 
was  made  on  the  biopsy  from  the  inguinal 
lymph  node.  This  is  a condition  which  only 
has  been  described  fairly  recently  in  the 
literature.  Due  to  the  hyperplasia  and  the 
large  amount  of  melanin,  it  has  been  mis- 
taken for  metastatic  malignant  melanoma. 
However,  it  represents  a benign  condition 
usually  in  an  area  that  drains  from  an  infec- 
tious, preferably  a granulomatous,  process. 

DIFFERENTIAL  DIAGNOSIS 
Dr.  L.  R.  Gaddis 

Originally  Dr.  Villareal  was  to  have  been 
here,  but  he  decided  this  was  a good  time 
to  leave  town  and  after  looking  at  the  case, 
I wish  I had  a good  excuse  too,  because  to 
my  mind,  it  is  not  a very  simple  one. 

The  picture  is  that  of  a young  female  with 
a rather  chronic  disease  existing  from  two 
to  six  months,  depending  on  how  you  read 
the  history,  with  intermittent  type  of  fever, 
nausea,  vomiting,  amenorrhea,  loss  of  weight, 
and  general  malnutrition.  I think  the  past 
history  is  significant  in  that  this  woman  has 
had  two  normal  pregnancies  and  also  a rather 
far  advanced  case  of  tuberculosis,  the  evi- 
dence of  which  we  see  on  the  chest  X-rays 
that  Dr.  Ravel  has  shown  us,  and  aside  from 
that  our  history  doesn’t  reveal  a great  deal. 

Physical  examination  as  far  as  I am  per- 
sonally concerned  does  not  give  us  any  clue 
to  this  thing  with  the  exception  of  the  fact 
that  we  are  presented  with  a mass  in  the 
lower  abdomen,  chiefly  on  the  right  hand 
side.  Differential  diagnosis  of  right  hand 
tumors  in  females  involves  a rather  exten- 
sive discussion  of  various  possibilities,  and 
it  is  quite  obvious  that  that  was  intended  to 
be  the  purpose  in  presenting  this  case.  I 
saw  this  patient  on  ward  rounds.  Following 
this  surgery  was  performed.  But  Dr.  Born- 
stein’s  censorship  regulations  have  certainly 
clamped  down  any  further  revelations  in- 
volved in  this  case,  so  that  as  far  as  the  final 
diagnosis  is  concerned,  there  are  only  a few 
present  in  the  room,  I believe,  the  house  staff, 
Dr.  Bornstein  and  perhaps  a few  others  on 
the  inner  circle,  who  may  know,  I certainly 
don’t. 

In  thinking  about  this  patient  and  think- 
ing about  the  history  and  physical  as  it  was 
presented,  I am  thankful  that  we  have  all 
the  information  that  is  presented  here.  We 
might  had  had  more.  The  adenitis  in  the 
neck,  I think,  is  a red  herring.  I don’t  be- 
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lieve  that  it  throws  any  light  at  all  on  the 
basis  of  this.  I was  quite  interested  to  hear 
Dr.  Borgeson  say  that  there  was  no  lymph- 
adenopathy  in  other  regions  of  the  body,  and 
then  they  went  ahead  and  biopsied  an  in- 
guinal lymph  node,  which  may  or  may  not 
have  some  following  significance.  So  having- 
observed  the  presence  of  a mass  on  physical 
examination  we  come  down  to  an  analysis 
of  the  laboratory  features  that  present 
themselves. 

This  woman  had  a rather  mild  iron  defi- 
ciency type  anemia,  and  there  is  quite  a dis- 
crepancy between  the  iron  content  of  the  red 
cells  and  the  total  number  of  red  cells  in- 
volved. In  dealing  with  lesions  of  the  right 
side  of  the  abdomen  and  an  iron  deficiency 
type  anemia,  one  usually  thinks  of  tumors 
of  one  sort  or  another.  She  had  an  elevated 
sedimentation  rate,  which  to  my  mind,  is  a 
very  valuable  indication  of  a chronic  disease. 
The  one  thing  about  the  white  count  that 
interested  me  was  the  monocytes  of  24  per 
cent,  which  is  an  absolute  increase  in  the 
number  of  monocytes,  considering  that  she 
had  only  a total  count  of  5,600.  It  is  an 
unusual  picture,  I am  sure,  to  find  24  mono- 
cytes. Joe  Hill  used  to  say  that  when  you 
find  a whole  lot  of  monocytes  you  should  be 
looking  for  some  sort  of  a healing  chronic 
lesion  similar  to  that  of  tuberculosis.  She 
had  little  occult  blood  in  the  stool,  but  in  the 
absence  of  melena  or  tarry  stools,  I don’t 
believe  that  we  can  place  too  much  emphasis 
on  that  since  it  has  been  shown  that  the 
sensitivity  of  our  test  far  exceeds  other 
things,  and  that  unless  she  has  been  on  a 
meat  free  diet  for  three  or  four  days  with 
actual  evacuation  of  the  bowel,  we  are  liable 
to  find  a positive  test.  As  to  why  the  platelets 
were  greatly  increased,  I have  no  way  of 
knowing.  I think  the  surgeons  were  prob- 
ably very  happy  to  know  that  there  was  an 
increased  number. 

Dr.  Ravel  has  already  discussed  the  X-ray 
findings,  and  I am  thankful  to  him  for  telling 
us  and  pointing  out  to  us  the  obvious  de- 
formity in  the  cecum  and  terminal  ileum, 
because  I think  that  brings  us  very  close  to 
the  nature  and  location  of  the  disease.  This 
patient  had  a febrile  disorder.  The  fever 
didn’t  run  over  102,°  but  still  it  brings  to 
mind  certain  inflammatory  conditions,  so 
that  when  we  are  brought  down  face  to  face 
with  the  problem,  we  have  dealt  with  some 
type  of  mechanical  obstruction,  possibly  e 
chronic  peritonitis.  Maybe  we  have  an  aleu- 
kemic monocytic  type  of  leukemia,  or  the 
patient  might  have  been  pregnant  in  an  ex- 
trauterine manner.  She  had  amenorrhea  for 
six  months,  two  months  only  of  which  she  had 


vomited.  But  she  was  amenorrheic  the  six 
months  following  delivery.  If  she  had  nursed 
the  child,  this  might  have  caused  the  amenor- 
rhea during  that  period  of  time.  There  are 
certain  ovarian  tumors,  notably  the  simple 
cysts  that  might  have  presented  themselves 
here  and  last  of  all  we  have  the  chronic  speci- 
fic inflammatory  type  lesions.  Mechanical 
obstructions  we  might  consider  to  be  due  to 
small  bowel  tumors.  Certainly,  we  don’t  have 
any  other  evidence  here  except  for  the  inter- 
mittent type  obstruction  this  patient  had, 
and  it  is  possible  that  she  had  a small  type 
adenoma  in  the  lumen  of  the  bowel,  which 
would  cause  intermittent  obstruction,  but 
that  is  going  a little  far  afield  with  the  find- 
ings we  have  presented.  She  might  have 
had  a tumor  of  Meckel’s  diverticulum  which 
could  be  found  in  this  place,  and  indeed  a 
large  Meckels  can  be  palpated  through  the 
abdominal  wall  on  certain  occasions,  and  this 
woman  was  slender  enough  that  it  could  be 
felt.  If  I remember  correctly,  there  was  some 
debate  on  the  part  of  the  examining  team 
the  day  she  was  presented  on  ward  rounds 
as  to  whether  or  not  they  actually  felt  a 
tumor  here.  With  amenorrhea  and  the  re- 
cent delivery  one  has  to  think  occasionally 
of  peculiar  conditions,  such  as  choriocarci- 
noma, which  gives  rise  to  a metastasis  in 
the  chest.  I don’t  believe  that  this  patient 
had  a choriocarcinoma,  but  certainly  it  is  an 
interesting  possibility.  Aleukemic  monocytic 
leukemia  or  lymphadenosis  or  whatever  you 
want  to  call  it,  I don’t  think  is  worthy  of 
very  much  discussion  because  we  would  have 
eventually  found  something  in  the  bone 
marrow. 

Extrauterine  pregnancy  deserves  some 
attention  since  this  patient  did  have  some 
of  the  presenting  symptoms  of  pregnancy, 
notably  lack  of  fluids  and  nausea  and  vomit- 
ing, but  here  again  I believe  that  the  radio- 
logist could  have  given  us  a great  deal  of 
help  even  at  the  period  of  time  in  which 
this  patient  had  X-ray  examinations  and  had 
it  been  an  extrauterine  pregnancy,  I believe 
he  would  have  been  able  to  evaluate  it  very 
well  for  us.  I don’t  believe  a tubal  pregnancy 
would  have  been  this  large  and  been  palpable 
through  the  abdominal  wall,  and  not  have 
been  caught  on  vaginal  examination.  An 
abdominal  pregnancy  might  have  escaped. 
Of  course,  one  thinks  of  ovarian  tumors  and 
simple  cysts  primarily  in  a patient  this  age, 
and  I don’t  think  so  much  of  the  malignant 
type. 

The  diagnosis  that  I feel  fits  this  picture 
above  anything  else  are  the  tuberculous 
tumors  that  occur  in  the  cecum  and  distal 
ileum  in  patients  in  young  years  of  life, 
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particularly  those  who  have  had  or  did  have 
an  active  case  of  tuberculosis.  It  used  to  be 
reported  a great  deal  more  commonly  than 
it  is  now,  and  the  finding  of  a mass  in  this 
region  coupled  with  the  type  of  anemia  cer- 
tainly makes  us  think  of  a cecal  tuberculoma, 
which  I believe  the  surgeons  found  when 
they  opened  this  patient’s  abdomen. 

I would  like  to  state,  of  course,  that  I 
would  have  to  stick  my  neck  out  much  farther 
to  think  of  other  things,  and  certainly  it  is 
out  far  enough  as  it  is  now  without  having 
it  chopped  off  anymore.  If  this  patient  had 
to  come  to  surgery  on  my  service,  I believe 
that  I would  entertain  a diagnosis  of  tuber- 
culoma and  would  plan  on  resecting  the  prox- 
imal portion  of  the  ascending  colon  and  the 
distal  ileum. 

Dr.  Celso  C.  Stapp 

Basically  I think  that  my  statements  will 
be  principally  in  negation  rather  than  in 
making  a diagnosis  of  any  type. 

Here  we  have  a woman  who  had  a baby 
six  months  ago,  and  the  fact  that  she  is 
amenorrheic  may  be  directly  related  to  the 
fact  that  she  had  a baby.  It  isn’t  too  ex- 
tremely unusual  for  one  to  go  that  long. 
Another  tiling  too,  any  woman  who  is  having 
a severe  illness  of  any  type,  particularly 
where  there  is  fever  with  the  illness,  may 
become  amenorrheic  regardless  of  whether 
she  had  a baby  in  the  recent  past. 

I was  on  ward  rounds  the  day  that  this 
patient  was  presented,  and  from  the  exami- 
nation of  the  abdomen  and  feeling  of  this 
mass,  I was  not  impressed  at  all  with  the  fact 
that  it  was  a gynecological  condition  what- 
soever. Of  course,  I did  not  do  a vaginal  at 
that  time,  but  we  have  a description  that 
would  lead  us  to  believe  that  she  was  normal 
in  size.  If  she  is  pregnant  she  would  have 
to  be  quite  early.  Her  breasts  at  that  time 
revealed  no  evidence  of  pregnancy  and  she, 
in  her  statement,  did  not  think  that  she  was 
pregnant.  That  is  not  of  too  much  value. 
However,  a woman  that  has  had  two  chil- 
dren can  usually  tell  fairly  well  when  she 
becomes  pregnant.  She  has  a fairly  good 
insight  as  a rule.  I would  say  that  you  will 
have  to  look  somewhere  besides  the  female 
genital  tract  for  the  diagnosis  of  this  case. 

Dr.  Jack  C.  Postlewaite 

We  got  lost  with  that  abdominal  tumor 
after  our  rounds  and  failed  to  discuss  per- 
haps the  most  interesting  problem  that  she 
had. 

This  woman  came  in  with  this  febrile  dis- 
ease and  weight  loss.  She  had  the  evidence 
of  a lymphadenopathy,  which  was  more  in- 
volved in  the  anterior  chain  than  the  poste- 


rior chain,  I believe.  There  is  some  value  in 
trying  to  evaluate  a case  clinically  without 
the  benefit  of  biopsy  and  other  data,  and  so 
in  differential  diagnosis  a great  deal  of  ef- 
fort was  made  to  localize  the  disease  and 
give  the  surgical  team  and  the  therapeutic 
team  a chance.  One  would  certainly  think  of 
tuberculosis  in  this  area  and  it  was  thought 
of  in  this  round.  One  must  in  addition  think 
of  the  lymphomas.  I think  without  a doubt 
that  in  febrile  disease  and  adenopathy  of  the 
neck,  it  is  of  value  to  at  least  spend  a minute 
on  the  lymphomas.  They  are  treatable.  There 
are  some  degrees  of  lymphomas  or  some  char- 
acteristics of  lymphomas  which  look  like 
infection.  There  are  certain  other  lymphomas 
which  look  like  malignancy,  and  there  are  all 
grades  of  all  varieties  of  tumors.  I think  in 
this  instance  that  more  than  one  thought 
that  Hodgkin’s  disease  would  be  a possible 
diagnosis.  The  abdominal  tumor  did  not  seem 
compatible  with  this.  Additional  thoughts 
are  presented  to  us  in  terms  of  other  infec- 
tious etiology.  Fungus  infections  certainly 
were  given  consideration  and  I think  that 
more  than  one  of  us  thought  in  terms  of 
Boeek’s  sarcoid  and  other  infectious  diseases 
that  appear  in  this  chain  of  lymph  nodes 
of  the  neck. 

Dr.  If.  P.  Borgeson 

The  abdomen  was  opened  through  a right 
rectus  incision.  The  mass  was  easily  located. 
There  were  adhesions  between  omentum, 
ileum  and  cecum  in  that  order.  Primarily 
omentum  and  ileum  which  was  readily 
movable.  The  terminal  ileum  was  greatly 
enlarged.  At  least  twice  normal  in  diameter, 
inflamed,  and  the  wall  was  thickened.  There 
was  considerable  thick  exudate  next  to  the 
mass  and  scattered  throughout  the  abdomen 
as  far  as  we  could  see  in  exploring  the  mass. 
There  were  white  nodules  varying  from  the 
size  of  a pinhead  to  V2  cm.  across  and  were 
quite  firm.  We  excised  about  a 2 cm.  sec- 
tion of  ileum  containing  two  or  three  of  these 
nodules  and  Dr.  Bornstein  has  the  sections. 

CLINICAL  DIAGNOSIS 

Tuberculous  peritonitis  and  tuberculous 
enteritis. 

DR.  L.  R.  GADDIS’  DIAGNOSIS 

Tuberculoma  of  the  ileocecal  region. 

ANATOMICAL  DIAGNOSIS 

1.  Tuberculous  ileocolitis. 

2.  Tuberculous  peritonitis. 

3.  Tuberculous  lymphadenitis. 

Dr.  Bornstein 

I was  present  at  the  operation  mainly  be- 
cause the  second  diagnosis  to  be  considered 
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in  this  case  was  a malignant  lymphoma.  T 
received  a lymph  node  for  frozen  section 
which  revealed  a ceseated  granulomatous 
process,  which  in  connection  with  the  gross 
appearance  of  the  abdominal  cavity  made  the 
diagnosis  of  tuberculosis  quite  certain. 

Paraffin  sections  confirmed  this  diagnosis. 

In  summary  then,  we  have  a patient  with 
a long  standing  history  of  pulmonary  tuber- 
culosis, which  developed  a febrile  disease 
with  lymphadenitis  and  an  abdominal  mass, 
which  was  due  to  an  extension  of  the  tuber- 
culous process  to  the  abdominal  cavity. 


CORTISONE  — EPILEPSY 

Fatal  Convulsive  Seizures  Associated  With 
Cortisone  Therapy 

Geppert,  L.  J '.,  et  al.,  A.  M.  A. 

Am.  J.  Dis.  Child.  8U:hl6 , 1952 

ACTH  and/or  cortisone  have  been  re- 
ported to  favorably  influence  epilepsy1  and, 
conversely,  to  precipitate  seizures2, 3.  The  5- 
year-old  patient  described  in  this  report 
entered  the  hospital  for  treatment  of  ar- 
thritis. He  received  cortisone  for  approxi- 
mately 11  days  without  exhibiting  adverse 
symptoms  other  than  hypertension.  Gener- 
alized clonic  convulsions  developed  on  the 
twelfth  day  (24  hours  after  the  last  dose 
of  cortisone)  and  the  child  remained  in  a 
convulsive  state  until  he  died,  14  days  later 
from  terminal  bronchopneumonia.  Postmor- 
tem examination  failed  to  establish  the  cause 
of  the  untoward  effect  of  cortisone  therapy. 

1.  Klein,  R.  & Livingston,  S.,  J.  Pediat.  37:733,  1950 

2.  Lowell,  F.  C.,  et  al.,  New  England  J.  M.  244:49,  1951 

3.  Doifman,  A.,  et  al.,  J.  A.  M.  A.  146:25,  1951 

Clinical  Clippings,  January,  1953. 


PEDIATRICS 

The  Pediatric  Health  Examination 

Shaffer , T.  E.,  M.  Clin.  North  America 
36:1515,  1952 

Evaluation  of  growth  and  development  is 
an  essential  part  of  a pediatric  examination. 
Weight  and  height  should  be  determined  as 
well  as  head  and  chest  measurements  for 
infants.  It  is  best  to  express  height  and 
weight  as  falling  within  a range.  Tables 
showing  percentage  distribution  of  height 
and  weight  at  different  ages  are  more  satis- 
factory than  tables  giving  “average”  values. 
According  to  the  author,  copies  of  such 
tables  for  girls  and  boys  4 to  18  years  of 
age  are  available  from  the  American  Medical 
Association,  Chicago  10,  111.,  and  from  the 
National  Educational  Association,  Washing- 
ton 6,  D.  C. 

Clinical  Clippings,  January,  1953. 

LIVER  EXTRACT 

Clinical  Evaluation  Of  A New  Type  Of 
Liver  Extract 

D’ Amato,  C.,  J.  Med.  Soc.  New  Jersey 
U9:U58  1952 

Many  parenteral  liver  extracts  produce 
considerable  discomfort  at  the  site  of  injec- 
tion. This  does  not  seem  to  be  true  in  the 
case  of  Pernaemon*,  a preparation  which 
“appears  to  represent  a much-needed  im- 
provement in  parenteral  liver  extracts.” 

*A  15  unit  U.  S.  P.  liver  extract  supplied  by  Organon , Inc. 

Clinical  Clippings,  January,  1953. 
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hemopoietic  factors: 
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Factor  Concentrate 10  mg. 

Vitamin  B12 30  mcgm. 

Powdered  Stomach 200  mg. 
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from  nervous  tension  associated 
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and  20  mg.  phenobarbital. 

Bottles  of  100  and  500. 
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Leading  Scientists  to  Speak  at  Southwestern  Meet 


Dr.  Edwin  H.  Ellison  Dr.  A.  E.  Maumenee 


Announcement  of  two  more  speakers 
scheduled  for  the  annual  meeting  of  the 
Southwestern  Medical  Association,  Novem- 
ber 17  to  19,  in  El  Paso  has  been  made  by 
Dr.  W.  W.  Schuessler  of  El  Paso,  president 
of  the  Association. 

Presenting  scientific  papers  at  the  meet- 
ing will  be  Dr.  Edwin  H.  Ellison  of  Colum- 
bus, Ohio,  and  Dr.  A.  E.  Maumenee  of  San 
Francisco.  Other  speakers  announced  to 
date  are  Dr.  William  Parson,  Professor  of 
Internal  Medicine  at  the  University  of  Vir- 
ginia School  of  Medicine,  and  Dr.  Kinsey 
M.  Simonton,  Associate  Professor  of  Otolar- 
yngology in  the  Mayo  Foundation. 

Dr.  Ellison  is  Associate  Professor  of  Sur- 
gery at  the  Ohio  State  University  School  of 
Medicine.  He  will  speak  on  “Pancreatitis”, 


“Preoperative  Evaluation  of  the  Surgical 
Patient”,  and  “Splenectomy  for  Hyper- 
splenism. 

Dr.  Maumenee  is  Professor  of  Surgery  in 
Ophthalmology  at  the  Stanford  University 
School  of  Medicine  and  Chief  of  the  Division 
of  Ophthalmology  at  the  Stanford  University 
Hospital.  His  subjects  have  not  yet  been 
announced. 

The  convention  committee,  headed  by  Dr. 
Maynard  Hart  of  El  Paso,  has  received  con- 
siderable favorable  comment  on  the  program 
plans,  which  depart  from  past  procedures 
in  that  the  Academy  of  General  Practice  and 
Special  Sections  will  meet  on  Wednesday, 
November  17,  with  the  General  Meeting  on 
Thursday  and  Friday,  November  18  and  19. 
Headquarters  for  the  meetings  and  scientific 
exhibits  will  be  at  the  Hotel  Paso  Del  Norte. 
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Aphorisms  and  Memorabilia 

Truths  and  Concepts  Concerning  the  Genito- Urinary  Tract 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces 


1.  “The  damage  to  the  renal  tubules 
which  so  often  is  the  cause  of  acute  anuria 
is  usually  localized  in  the  ascending  part  of 
Henle’s  loop  and  in  the  distal  convoluted 
tubules.  This  explains  the  term  ‘lower  neph- 
ron nephrosis,’  by  which  this  syndrome  is  de- 
signated. On  the  other  hand,  it  should  not  be 
forgotten  that  very  often  the  proximal  tu- 
bules are  also  involved  in  acute  anuria.”  — 
I.  Snapper,  The  Journal  {AM A),  Oct.  1953, 

p.  21. 

2.  “As  soon  as  the  glomeruli,  which  are 
derived  from  the  mesenchyma,  are  involved, 
complete  regeneration  is  much  less  probable, 
because  scar  formation  and  fibrous  degen- 
eration of  the  glomeruli  will  often  result.  The 
tubular  lesion  is  purely  epithelial  in  charac- 
ter and,  as  in  all  epithelial  lesions,  a com- 
plete recovery  without  scar  formation  is  pos- 
sible. When  sufficient  time  is  available,  the 
necrotic  tubules  regenerate  and  a completely 
normal  kidney  results.  It  has  been  demon- 
strated that  regeneration  of  the  necrotic 
tubules  starts  after  four  days  and  diuresis 
sets  in  after  an  average  of  10  days.  It  fol- 
lows that  in  the  majority  of  patients  with 
acute  anuria  caused  by  lower  nephron  neph- 
rosis, the  purpose  of  the  treatment  is  to 
extend  the  survival  period  of  the  patient  to 
ten  or  fourteen  days.  — I.  Snapper,  loc.  cit., 

p.  22. 

3.  “Thus,  in  lower  nephron  nephrosis, 
the  glomeruli  form  an  ultra  filtrate  of  the 
blood  plasma  in  the  normal  way.  Then 
during  the  passage  through  the  damaged  or 
necrotic  tubules,  all  the  glomerular  filtrate 
is  absorbed  because  the  tubular  epithelium 
has  been  transformed  into  a non-specific 
dialyzing  membrane.  The  colloid  osmotic 
pressure  of  the  proteins  of  the  circulating 
plasma  draws  all  the  water  present  in  the 
lumen  of  the  necrotic  tubules  into  the  blood 
stream  with  resulting  anuria.  Unfortunate- 
ly, the  old  concept  of  obstruction  of  the 
tubules  by  necrotic  material  is  still  prevalent 
in  the  minds  of  many  physicians.  Thus,  the 
treatment  is  only  too  often  centered  upon 
the  removal  of  this  obstruction  by  trying  to 
flush  the  necrotic  material  out  of  the  tu- 
bules.” - — - I.  Snapper,  loc.  cit.,  p.  22. 

4.  “It  cannot  be  over-emphasized  that 
the  introduction  of  large  amounts  of  fluid 
is  extremely  dangerous  for  a patient  with 
acute  anuria,  especially  if  the  fluid  is  given 
in  the  form  of  milk  or  large  amounts  of 


saline  solution.  Since  the  anuric  patient 
does  not  eliminate  either  water  or  salts,  these 
methods  lead  to  overfilling  of  the  circulation 
and  to  overloading  with  sodium  chloride. 
Most  of  the  anuric  patients  treated  in  this 
way  do  not  die  of  uremia  but  of  left  heart 
failure,  edema  of  the  lungs  or  brain,  and 
anasarca.”  — I.  Snapper,  loc.  cit.,  p.  22 

5.  “Even  more  significant  is  the  fact  that 
potassium,  which  is  an  important  damaging 
factor  in  uremia,  is  liberated  from  the 
broken-down  cells  and  in  this  way  complete 
starvation  during  anuria  can  increase  the 
hyperpotassemia.”  — I.  Snapper,  loc.  cit., 

p.  22. 

6.  “The  treatment  of  patients  with  anu- 
ria must  accommodate  these  facts.  During 
the  oliguric  and  anuric  phase,  the  amount 
of  fluid  given  to  the  patient  should  be  re- 
stricted. Unless  fluid  is  lost  by  vomiting  and 
diarrhea,  the  fluid  intake  should  not  exceed 
800  cubic  centimeters,  maximally,  1,000  cubic 
centimeters.  This  quantity  is  sufficient  to 
replace  the  volume  of  water  lost  through  the 
skin  and  the  lungs.  The  fluid  administered 
should  not  contain  potassium.  Since  fruit 
juice  is  high  in  potassium  content,  no  orange 
juice  should  be  given  to  anuric  patients;  but 
the  popular  drink  should  be  replaced  by 
sugar  water  or  weak  tea  with  sugar.  In  or- 
der to  avoid  increasing  the  hyperpotassemia 
inordinately  through  the  breakdown  of  cells, 
calory-providing  food  should  be  given.”  — 
I.  Snapper,  loc.  cit.,  p.  22. 

7.  “More  popular  is  the  mixture  advo- 
cated by  Bull.  A mixture  of  400  grams  of 
glucose  and  100  grams  of  peanut  oil  is  emul- 
sified with  gum  acacia  and  diluted  with 
water  to  1 liter.  This  emulsion  is  given  daily 
by  continuous  intragastric  drip  via  a plastic 
intranasal  tube  2 to  3 millimeters  in  dia- 
meter. Not  every  patient  tolerates  this  mix- 
ture. It  sometimes  causes  vomiting  and 
diarrhea.”  — I.  Snapper,  loc.  cit.,  p.  22. 

8.  “Efforts  to  raise  the  chloride  content 
of  the  serum  during  uremia  have  always  had 
catastrophic  results  and,  thus,  attempts  to 
restore  hemeostasis  in  uremia  require  great 
caution.  At  the  same  time,  it  is  highly  ques- 
tionable that  the  increase  of  blood  urea,  uric 
acid,  and  creatinine  actually  threaten  life; 
the  retention  of  these  waste  products  is 
probably  not  of  great  clinical  importance.” 
— - 1.  Snapper,  loc.  cit.,  p.  23. 
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9.  “It  is  certain  that  the  accumulation 
of  at  least  two  dialyzable  substances  in  the 
blood  of  the  anuric  patient  — potassium  and 
inorganic  and  aromatic  acids  — threaten 
life.  Since  these  substances  are  dialyzable, 
they  can  be  removed  by  extracorporeal  dial- 
ysis. In  most  cases,  we  should  be  satisfied 
to  improve  the  condition  of  anuric  patients 
by  the  removal  of  these  two  toxic  substances 
and  should  not  strive  for  complete  restora- 
tion of  hemeostasis  of  the  plasma.”  — I. 
Snapper,  loc.  cit.,  p.  28. 

10.  “If  at  all  possible,  potassium  should 
be  removed  from  the  plasma  during  the 
anuria,  even  before  a considerable  degree  of 
hyperpotassemia  has  been  reached  and  be- 
fore changes  in  the  electrocardiogram  can 
be  discovered.  Potassium  can  be  removed  by 
lavage  of  the  small  intestine.  Kelly  and  his 
associates  have  placed  a Levine  tube  in  the 
stomach  and  a Miller  - Abbott  tube  in  the 
jejunum.  In  the  course  of  twenty-four  hours, 
4 liters  of  a solution  containing  0.6  per  cent 
NaCL,  0.3  per  cent  NaHCO-3,  0.01  per  cent 
calcium  gluconate,  and  2 per  cent  glucose 
are  introduced  via  the  Levine  tube  and 
sucked  out  via  the  Miller-Abbott  tube.  By 
this  lavage,  large  amounts  of  potassium  can 
be  removed  within  a few  hours.  This  method 
is  so  effective  that  every  few  hours  the 
potassium  content  of  the  serum  must  be 
determined  in  order  to  prevent  dangerous 
hypopotassemia.”  — I.  Snapper,  loc.  cit., 
p.  23. 

11.  “Since  anemia  interferes  with  the 
function  of  the  kidney,  small  transfusions  of 
packed  cells  are  helpful.  The  amount  of  so- 
dium citrate  which  is  introduced  with  the 
red  cells  may  have  a beneficial  effect.”  — - 
I.  Snapper,  loc.  cit.,  p.  23. 

12.  “It  must  be  added  that  the  handling  of 
patients  who  develop  anuria  after  an  opera- 
tion is  much  more  complicated.  It  is  difficult 
to  estimate  exactly  the  amount  of  extra  fluid 
and  salts  the  postoperative  condition  of  these 
patients  requires.  Comparable  difficulties 
are  encountered  when  the  uremic  patient 
develops  fever.”  — I.  Snapper,  loc.  cit..,  p.  23. 

13.  “Perineal  pain  is  not  a sympton  of 
prostatitis  and  in  our  experience  is  inva- 
riably related  to  a functional  disorder.”  — 
Edward  N.  Cook,  M.  D.  Proceedings  of  the 
Staff  Meetings  of  the  Mayo  Clinic.  May  5, 
1954,  p.  248. 

14.  “It  might  be  well  to  mention  here 
that  prostatitis  is  never  responsible  for 
psychic  impotence  or  premature  ejaculation 
or  any  of  the  other  various  disturbances  of 
the  sexual  function.”  — Edward  N.  Cook, 


M.  D.  Proceedings  of  the  Staff  Meetings  of 
the  Mayo  'Clinic.  May  5,  1954,  p.  248. 

15.  “Although  treatment  of  prostatitis  is 
of  great  value  in  many  instances,  I am  cer- 
tain that  its  careless  and  unnecessary  ad- 
ministration at  times  has  produced  local 
irritation  and  distress  as  well  as  making 
many  prostatic  cripples  from  a psychic 
standpoint  While  prostatitis  is  as  respect- 
able a disease  as  any  other,  the  connotation 
frequently  ascribed  to  it  often  produces 
extreme  anxiety  and  psychic  disturbances 
which  outweigh  in  seriousness  the  conse- 
quences of  the  prostatitis  itself.  We  doctors 
are  often  to  blame  for  this  and  we  must  see 
that  it  does  not  happen.”  — Edward  N. 
Cook,  M.  D.  Proceedings  of  the  Staff  Meet- 
ings of  the  Mayo  Clinic.  May  5,  1954,  p.  249. 


Mrs.  George  Turner  Heads  A.  M.  A. 

Women’s  Auxiliary 

Mrs.  George  Turner  of  El  Paso,  Texas, 
the  wife  of  Dr.  George  Turner,  who  is  the 
immediate  past  president  of  the  Texas 
Medical  Association,  was  installed  as  presi- 
dent of  the  Auxiliary  of  the  American 
Medical  Association  recently  in  San  Fran- 
cisco. 

Mrs.  Turner  has  served  as  first  vice- 
president  and  president-elect  of  the  Auxilia- 
ry. She  is  a past  president  and  charter 
member  of  the  Auxiliary  of  the  Texas  Med- 
ical Association  and  the  Auxiliary  of  the 
El  Paso  County  Medical  Society.  She  served 
two  years  as  constitutional  secretary  of  the 
AM  A Auxiliary  and  three  terms  as  its  treas- 
urer. She  was  chairman  in  1952  of  the 
Texas  Auxiliary’s  Advisory  Committe. 


TUBERCULOSSS 

Hydrazine  Derivatives  Of  Isonicotinic 
Acid  (Rimifon,  Marsilid)  In  The  Treat- 
ment Of  Acute  Progressive  Caseous- 
Pneumonic  Tuberculosis 

Robitzek,  E.  H.  & Selikoff,  I.  J ., 

Am.  Rev.  Tuberc.  65:f02,  1952 

Marsilid  and  Rimifon  have  been  used  in 
treatment  of  44  patients  with  acute  febrile, 
progressive  caseous-pneumonic  tuberculosis. 
All  subjects  experienced  rapid  and  marked 
reversal  of  toxic  states.  Sputum  bacillary 
contents  were  reduced  in  38  patients  and 
have  remained  repeatedly  negative  in  8 
patients. 

Sea  View  Hasp. 

Clinical  Clippings,  July,  1952. 
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Pheochromocytoma 

Successful  Surgical  Removal  in  Two  Patients 

By  Ralph  D.  Ross,  Commander,  MC,  USN,  — Robert  E.  Mitchell, 
Lieutenant,  MC,  USN,  — William  E.  Larsen,  Lieutenant,  MC, 
USN  (Ret.)  and  James  R.  Dillon,  Commander,  MC,  USN. 


Pheochromocytomas  are  tumors  of  unusual 
interest  because  the  arterial  hypertension 
caused  by  them  can  be  completely  alleviated. 
Pheochromocytomas  are  relatively  rare  tu- 
mors of  chromaffin  sympathetic  nerve  tis- 
sue, which  are  most  often  seen  in  the  adrenal 
medulla  or  in  one  of  the  many  areas  where 
chromaffin  tissue  occurs,  and  which  produce 
epinephrine  and/or  norepinephrine  in  ab- 
normal quantities. 

The  symptoms  associated  with  pheochro- 
mocytoma can  be  extremely  varied  and  bi- 
zarre and  may  simulate  many  other  dis- 
eases.1-6 Crede  and  Kerr6  observed  that  many 
patients  with  pheochromocytoma  may  have 
symptoms  resembling  those  of  acute  anxiety 
attacks  or  other  psychiatric  disorders.  The 
two  patients  reported  in  this  article  had  both 
been  given  psychiatric  diagnoses  prior  to  the 
establishment  of  the  exact  nature  of  their 
disabilities.  The  usual  symptoms  produced  by 
the  tumor  are  the  result  of  the  secretion  of 
an  excess  of  the  pressor  substance,  either 
continuously  or  intermittently.  The  action  is 
metabolic  as  well  as  hemodynamic,  according 
to  Cahill  and  Aranow.7  The  hemodynamic 
action  is  due  primarily  to  a vasoconstriction 
of  the  peripheral  arterioles  with  a resulting 
elevation  of  the  blood  pressure.  The  chief 
metabolic  changes  are  increased  blood  glu- 
cose, blood  lactic  acid,  and  basal  metabolic 
rate.7 

Since  1886 

Pheochromocytomas  have  been  known  to 
pathologists  since  1886,  when  Frankel  re- 
ported the  autopsy  findings  of  bilateral 
adrenal  tumors  and  cardiac  hypertrophy  in 
an  18-year-old  girl,  who  had  had  attacks  of 
palpitation,  headaches,  and  vomiting  for 
three  years.8  The  clinical  adrenosympathetic 
syndrome  was  first  described  by  Labbe’  and 
associates6  in  1922,  and  since  then  pheochro- 
mocytomas have  been  recognized  with  in- 
creasing frequency.  In  1927,  Mayo10  reported 
the  first  successful  surgical  removal  of  such 
a tumor  with  cure  of  paroxysmal  hyper- 
tension. 


Prom  U.  S.  Naval  Hospital,  Oakland,  Calif.  Comdr.  Ross  is 
now  at  U.  S.  Naval  Hospital,  Corona,  Calif. 


The  opinions  and  assertions  expressed  are  those  of  the  authors 
and  are  not  to  be  construed  as  reflecting  policy  or  opinions  of 
the  Navy  Department  or  the  Naval  Service  at  large. 


It  is  most  important  to  perform  indicated 
diagnostic  procedures  to  rule  out  pheochro- 
mocytoma in  all  patients  with  hypertension, 
especially  when  the  explanation  of  the  symp- 
toms and  the  hypertension  is  not  satisfactory. 
Failure  to  diagnose  the  presence  of  a pheo- 
chromocytoma usually  results  in  a progres- 
sive hypertension,  progressive  arterial  dis- 
ease, and  eventual  fatal  outcome.  The  prog- 
nosis in  patients  afflicted  with  a pheochro- 
mocytoma is  invariably  fatal  if  the  tumor  is 
not  removed.11  The  hypertensive  crises  in 
those  with  a history  of  paroxysms  become 
more  and  more  severe  until  death  results 
from  a violent  crisis.  The  cardiovascular 
changes  in  a patient  with  chronic  hyperten- 
sion due  to  pheochromocytoma  may  not  cause 
death  as  soon  as  those  that  occur  in  the  pa- 
roxysmal type.11  The  importance  of  recog- 
nition of  these  tumors  lies  in  the  fact  that 
successful  extirpation  ordinarily  results  in 
alleviation  of  the  hypertension  and  its  at- 
tendant vascular  disease.  Diagnosis  of  the 
presence  of  this  tumor  presents  only  one 
aspect  of  the  problem.12  Various  diagnostic 
tests  have  been  developed  which  greatly  aid 
in  establishing  the  diagnosis.13-26  Accurate 
localization  of  the  site  of  the  tumor  is  neces- 
sary prior  to  surgery.  Extraperitoneal  pneu- 
mography, as  described  by  Steinbach  and  as- 
sociates,27 proved  to  be  a very  satisfactory 
technic  in  the  two  patients  herein  reported, 
and  the  procedure  produced  no  morbidity. 
Operative  intervention  and  postoperative 
treatment  presents  many  serious  problems. 
4,  7,  s,  ii,  i2,  21,  22,  25,  26,  2s,  29  Successful  surgical 
intervention  usually  results  in  a complete 
remission  of  symptoms  and  a cure  of  the  hy- 
pertension. The  operative  mortality  is  still 
high.  Snyder  and  Vick30  reported  a mortality 
rate  of  22  percent  in  58  patients  operated  on. 
More  careful  preoperative  preparation,  im- 
proved anesthesia  and  surgical  technic,  as 
well  as  the  use  of  pressor  and  adrenolytic 
drugs  during  and  following  surgical  inter- 
vention have  produced  a more  favorable  pro- 
gnosis in  these  patients  as  well  as  a decreased 
mortality  rate. 

The  two  patients  reported  in  this  paper 
were  treated  at  this  hospital,  and  originally 
were  described  by  Hood  and  Dickinson31  as 
cases  1 and  3 in  discussing  the  surgical  ap- 
proach indicated. 
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Case  Reports 

Case  1 . A 49-year-old  man  was  admitted 
to  this  hospital  on  27  December  1951  com- 
plaining of  recurrent  headaches  dating  back 
to  1943  and  hemorrhage  from  the  lungs  of 
seven  days’  duration.  He  had  enjoyed  good 
health  prior  to  1943.  At  the  onset  the  head- 
aches were  generalized  and  usually  persisted 
from  one  to  four  hours,  but  on  infrequent 
occasions  lasted  as  long  as  24  hours.  The 
cephalgia  would  completely  subside  and  he 
would  be  asymptomatic  for  three  or  four 
days.  In  1944  he  had  a persistent  headache 
of  several  months’  duration.  At  that  time  he 
was  under  treatment  for  an  acute  sinusitis, 
and  therapy  directed  toward  this  disability 
afforded  only  minimal  relief.  Following  this 
the  headaches  again  became  recurrent  in 
nature.  In  June  1951  the  cephalgia  became 
much  more  severe  and  consisted  of  daily 
episodes  from  30  to  90  minutes  in  duration. 
Subsequent  to  June  1951  the  headaches  us- 
ually occurred  at  about  1000  each  day  and 
were  often  brought  on  by  sudden  changes 
in  body  position.  Marked  generalized  weak- 
ness, a feeling  of  prostration  and  a profuse 
perspiration  were  associated  with  the  epis- 
odes of  headache. 

In  1943  and  1944,  while  in  the  armed  ser- 
vices, he  was  studied  in  order  to  determine 
the  cause  of  the  cephalgia  and  it  was  found 
that  the  blood  pressure  was  elevated.  He  was 
subsequently  discharged  from  the  service  in 
1945  on  the  basis  of  arterial  hypertension 
and  anxiety  reaction.  Subsequent  to  1945  he 
had  been  under  the  care  of  physicians  almost 
continuously  because  of  the  recurrent  head- 
aches, joint  symptoms  and  the  elevated  blood 
pressure.  He  was  told  on  numerous  occasions 
that  the  blood  pressure  was  within  normal 
limits,  whereas  on  other  occasions  it  was 
found  to  be  as  high  as  240/135.  He  complain- 
ed of  mild  dyspnea  on  strenuous  exertion,  but 
with  the  exception  of  the  hemoptysis  of 
bright  red  and  frothy  blood,  which  had  been 
present  for  7 days  prior  to  his  admission  to 
the  hospital,  he  denied  other  cardiovascular 
or  respiratory  symptoms.  He  had  been  treat- 
ed for  the  hemoptysis  in  another  hospital  and 
he  stated  that  he  was  “unconscious”  most 
of  that  time. 

Hypertension 

His  73-year-old  mother  had  had  hyperten- 
sive cardiovascular  disease  for  many  years. 

The  physical  examination  on  admission 
revealed  evidence  of  chronic  illness  and  mo- 
derate pallor.  The  blood  pressure  was  142/92. 
Other  physical  examination  findings  were 
within  normal  limits. 

An  electrocardiogram  taken  on  admission 


to  the  hospital  showed  T-wave  inversion. 
Blood  glucose  determinations  were  found  to 
be  normal,  but  during  paroxysms  of  hyper- 
tension blood  glucose  was  elevated  as  high  as 
296  mg.  per  100  cc.  A benzodioxane  test  dur- 
ing a paroxysm  of  hypertension,  using  17 
mg.  of  piperoxane  hydrochloride  (benoda- 
ine),  produced  a fall  in  blood  pressure  am- 
ounting to  110  mm.  Hg  systolic  and  55  mm. 
Hg  diastolic  in  2 minutes.  An  oxygen  insuf- 
flation in  the  retroperitoneal  spaces  demons- 
trated a 4-  by  4.5-cm.  mass  in  the  region 
above  the  superior  pole  of  the  right  kidney. 
The  left  kidney  and  suprarenal  structures 
appeared  normal  on  this  study.  The  technic 
in  this  procedure  was  essentially  as  described 
by  Steinbac-h  and  associates:27  The  patient 
was  placed  in  the  Sim’s  position.  A number 
20-gage  spinal  needle  was  inserted  in  the 
midline  between  the  anus  and  coccyx  and 
directed  with  a finger  in  the  rectum  into  the 
presacral  space  for  a distance  of  about  5 
centimeters.  The  position  of  the  needle  was 
checked  by  attempting  aspiration  and  then 
by  injecting  a few  cubic  centimeters  of  air. 
If  resistance  to  the  injection  of  air  was  en- 
countered, the  needle  was  inserted  a centi- 
meter deeper  and  rechecked.  Oxygen  was  in- 
sufflated by  fluid  displacement  using  an  ap- 
paratus consisting  of  two  Kelly  flasks  and  ap- 
propriate tubing.  The  volume  was  accurately 
measured  and  the  pressure  easily  controlled 
by  this  technic.  From  900  to  1,100  cc.  were 
used.  For  detailed  unilateral  visualization 
the  patient  was  placed  in  a position  with  the 
affected  side  up  and  the  head  of  the  bed 
elevated.  One  and  one-half  hours  were  al- 
lowed for  diffusion ; then  test  exposures 
were  made  at  hourly  intervals.  When  satis- 
factory diffusion  had  occurred,  additional 
exposures  were  made.  If  not,  the  patient  was 
repositioned  for  another  hour.  These  in- 
cluded anteroposterior,  right,  and  left  oblique 
exposures.  Other  views  have  been  of  mi- 
nimal value  in  our  experience. 

Skin  Test 

An  upper  gastrointestinal  roentgenogra- 
phic  series  with  barium  showed  a delayed 
emptying  of  the  stomach  with  otherwise 
negative  findings.  A radiographic  examin- 
ation of  the  spine  demonstrated  hypertrophic 
arthritic  changes.  A tuberculin  skin  test  was 
positive  in  the  first  strength.  Other  indicated 
laboratory  procedures  and  special  examin- 
ations, including  a funduscopic  examination, 
a blood  Kahn  test,  complete  blood  counts, 
erythrocyte  sedimentation  rates,  numerous 
urinalyses,  a Fishberg  concentration  test, 
numerous  sputum  examinations  for  tubercle 
bacilli  by  smear  and  culture,  a roentgeno- 
gram of  the  chest,  an  electroencephalogram, 
intravenous  pyelograms,  and  skin  tests  for 
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coccidioidomycosis  and  histoplasmosis  were 
negative  or  within  normal  limits. 

The  patient’s  course  in  the  hospital  was 
characterized  by  recurrent  episodes  of  severe 
frontal  headaches,  associated  with  profuse 
perspiration  and  generalized  weakness.  Dur- 
ing these  attacks  his  blood  pressure  was 
found  to  be  markedly  elevated  to  levels  of 
over  300  mm.  Hg  systolic  and  170  mm.  Hg 
diastolic.  The  symptoms  and  paroxysms  of 
hypertension  usually  persisted  for  from  30 
to  90  minutes  and  often  occurred  at  about 
1000  each  day.  The  blood  pressure  between 
paroxysms  was  found  to  be  from  110/70  to 
140/80.  Massage  to  the  right  renal  area  pro- 
duced a paroxysm  of  hypertension  with 
headache,  perspiration,  and  weakness,  whe- 
reas massage  over  the  left  renal  area  elicited 
no  change  in  the  blood  pressure  and  no  symp- 
toms. There  was  marked  variation  in  the 
blood  pressure  taken  at  specific  hours  each 
day. 

Cortisone 

On  19  February  1952  the  patient  was 
started  on  cortisone,  100  mg.  given  intra- 
muscularly twice  daily  for  two  days  preoper- 
atively  and  two  days  postoperatively,  then 
50  mg.  twice  daily  for  three  days,  25  mg. 
twice  daily  for  three  days,  then  25  mg.  daily 
for  three  days.  On  21  February  1952  he  was 
prepared  for  surgical  excision  of  the  tumor, 
at  which  time  his  blood  pressure  was  normal. 
Following  induction  anesthesia  with  thio- 
pental sodium  (pentothal)  the  blood  pres- 
sure rose  to  270/140.  Benodaine  given  in- 
travenously in  a total  dosage  of  40  mg.  pro- 
duced only  a slight,  transient  decrease  in  the 
blood  pressure  levels.  Five  milligrams  of 
phentolamine  (regitine)  was  administered 
intramuscularly,  and  shortly  thereafter  there 
was  a gradual  decrease  in  the  blood  pres- 
sure to  preinduction  levels.  A thoracicoab- 
dominal  incision  was  made  over  the  ninth  rib 
on  the  right.  The  pleural  cavity  was  exposed 
and  the  lung  was  partially  deflated  and  re- 
tracted away  from  the  diaphragm,  as  des- 
cribed by  Hood  and  Dickinson.31  The  dia- 
phragm was  incised  above  the  dome  of  the 
liver  and  the  peritoneal  cavity  was  entered. 
The  liver  was  retracted  medially,  exposing 
the  space  between  the  liver  and  the  upper 
pole  of  the  kidney.  The  adrenal  gland  was 
readily  identified.  The  cortical  substance 
was  stretched  over  and  around  a 4-cm. 
spherical  mass.  The  tumor  was  well  encap- 
sulated, soft,  and  reddish  brown,  with  yel- 
low-brown nodules  scattered  diffusely  over 
the  surface.  The  lesion  was  gently  dissected 
from  its  bed.  At  the  time  the  tumor  was 
manipulated  there  was  a transient  rise  in 
the  blood  pressure.  Shortly  before  the  tumor 


was  clamped  off  and  excised,  1-norepi- 
nephrine (levophed)  was  administered  in- 
travenously, using  4 cc.  in  1,000  cc.  of  normal 
saline  solution.23  At  the  time  the  tumor  was 
excised  the  blood  pressure  dropped  to  76/40. 
With  1-norepinephrine  the  blood  pressure 
was  maintained  at  a level  of  around  95/50. 
After  surgery,  1-norepinephrine  was  con- 
tinued intravenously  at  a slow  rate  for  about 
24  hours. 

The  patient’s  postoperative  course  was 
uneventful  and  his  blood  pressure  stabilized 
at  a level  of  130/80.  He  had  no  recurrence  of 
his  preoperative  symptoms  and  no  recur- 
rence of  the  paroxysmal  hypertension.  A 
histamine  test  was  performed  after  surgery, 
using  0.05  mg.  intravenously,  and  there  was 
no  elevation  in  the  blood  pressure.  Serial 
electrocardiograms  revealed  that  the  T waves 
returned  to  within  normal  limits  after  sur- 
gical intervention.  The  patient  was  discharg- 
ed to  his  home  on  5 March  1952  completely 
asymptomatic.  At  the  time  of  this  writing 
his  blood  pressure  is  normal  and  he  is  en- 
joying good  health. 

The  tumor  weighed  17  grams.  Histopatho- 
logic examination  was  diagnostic  of  benign 
pheochromocytoma.  The  tumor  was  analyzed 
by  paper  partition  chromatography  and  a 
modification  of  von  Euler’s  colorimetric 
method  by  Goldenberg.32  It  was  found  to 
contain  norepinephrine  in  an  amount  of  7.62 
mg.  per  gram  of  tumor  tissue  and  epine- 
phrine 1.72  mg.  per  gram  of  tumor  tissue. 

Case  2.  A 45-year-old  man  was  admitted 
to  the  hospital  on  16  April  1952  because  of 
nausea,  vomiting,  headache,  and  dizziness. 
He  had  had  recurrent  gastrointestinal  symp- 
toms since  1926  which  usually  consisted  of 
pain  in  the  abdomen,  nausea,  and  vomiting, 
and  were  usually  relieved  by  rest  and  by  an- 
tacids. He  was  first  admitted  in  1945,  but 
all  findings  of  the  upper  gastrointestinal 
tract  were  negative  at  that  time.  In  1947, 
during  a recurrence  of  his  symptoms,  he 
was  admitted  for  suspected  duodenal  ulcer. 
His  symptoms  subsided  in  two  months  and 
he  remained  relatively  well  for  seven  months, 
but  subsequently  required  several  short  pe- 
riods of  hospitalization  because  of  recur- 
rences. Beginning  in  1949  he  had  severe,  re- 
current frontal  and  bitemporal  headaches  as- 
sociated with  weakness,  pallor,  nausea,  and 
vomiting.  These  episodes  tended  to  recur 
about  once  each  month  and  would  persist 
for  from  30  minutes  to  two  hours.  From 
early  1950  until  July  1951  he  noted  a pro- 
gressive increase  in  the  frequency  of  these 
symptoms.  After  July  1951  he  had  an  episode 
each  day,  usually  coming  on  at  1030  and  last- 
ing from  30  minutes  to  two  hours.  Body 
position  and  activity  had  no  relation  to  his 
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complaints.  On  numerous  occasions  during 
recurrences  he  noted  blood  streaks  with  the 
emesis,  and  black  tarry  stools.  During  a 
previous  period  of  hospitalization  he  was 
given  an  injection  of  histamine  for  a gastric 
analysis.  This  was  followed  by  a violent  re- 
action, characterized  by  headache,  nausea, 
vomiting,  extreme  weakness,  and  syncope. 

The  physical  examination  at  the  time  of 
his  admission  revealed  an  acutely  ill,  poorly 
nourished  male.  He  appeared  lethargic  and 
there  was  moderate  pallor.  The  blood  pres- 
sure was  130/84  and  the  apical  rate  was  110 
per  minute.  There  was  evidence  of  minimal 
cardiac  enlargement  to  the  left.  Examination 
of  the  abdomen  showed  mild  tenderness  on 
deep  palpation  in  the  epigastric  area.  The 
lower  pole  of  the  right  kidney  could  be  pal- 
pated on  deep  inspiration.  The  remainder  of 
the  physical  examination  was  not  contribu- 
tory. 

Electrocardiogram 

An  electrocardiogram  revealed  definite 
T-wave  abnormalities.  There  were  marked 
T-wave  changes  as  compared  with  a tracing- 
taken  in  August  1951.  A Fishberg  concen- 
tration test  showed  a maximum  specific 
gravity  of  1.012.  A urinalysis  showed  an  al- 
buminuria amounting  to  300  mg.  per  100  cc. 
Nonprotein  nitrogen  was  42  mg.  per  100  cc, 
A histamine  test  was  performed,  using  0.025 
mg.  intravenously,  with  a resulting  elevation 
of  the  blood  pressure  from  a level  of  130/80 
to  290/200.  Six  minutes  after  the  injection 
of  the  histamine,  18  mg.  of  piperoxane  hy- 
drochloride were  given  intravenously.  This 
resulted  in  a drop  in  the  blood  pressure  from 
280/200  to  190/130  in  a period  of  three  min- 
utes. Following  the  administration  of  his- 
tamine he  developed  a paroxysmal  ventri- 
cular tachycardia,  which  persisted  for  five 
minutes,  then  subsided  without  specific  the- 
rapy. Blood  glucose  determinations  during 
paroxysms  of  hypertension  were  as  high  as 
145  mg.  per  100  cc.  By  injecting  1,100  cc. 
of  oxygen  an  extraperitoneal  pneumogram 
was  made  using  the  same  technic  as  in  case 
1.  This  study  showed  the  presence  of  a tumor 
mass  in  the  right  suprarenal  area.  All  other 
indicated  laboratory  procedures  and  special 
examinations,  including  a blood  Kahn  test, 
complete  blood  count,  erythrocyte  sedimen- 
tation rate,  funduscopic  examination,  blood 
cholesterol  determination,  roentgenogram  of 
the  chest,  upper  gastrointestinal  roentge- 
nographic  series,  and  intravenous  pyelo- 
grams  were  negative  or  within  normal  limits. 

On  the  date  of  the  patient’s  admission  to 
the  hospital,  headache,  syncope,  nausea,  vo- 
miting, weakness,  and  pallor  recurred  and 
his  blood  pressure  was  found  to  be  270/170 


and  the  apical  rate,  180  per  minute.  In  the 
course  of  the  next  several  days  he  developed 
numerous  episodes  of  paroxysmal  hyperten- 
sion during  which  electrocardiograms  show- 
ed a change  in  rhythm  from  a normal  sinus 
mechanism  to  a nodal  rhythm,  with  runs 
of  auriculoventricular  dissociation. 

Surgery 

The  patient  was  scheduled  for  surgical 
removal  of  the  tumor  on  8 May  1952.  On  3 
May  1952  quinidine  therapy  was  started  for 
the  prevention  and  control  of  his  cardiac 
arrhythmias.  On  6 May  1952  intramuscular 
cortisone  was  begun  in  a dosage  of  100  mg. 
twice  daily  for  two  days  preoperatively  and 
two  days  postoperatively,  then  50  mg.  twice 
daily  for  two  days,  25  mg.  twice  daily  for 
two  days,  and  25  mg.  daily  for  two  days.  He 
was  given  5 mg.  of  phentolamine  intramus- 
cularly before  being  taken  to  the  operating 
room.  At  that  time  his  blood  pressure  varied 
from  130/90  to  170/100,  but  after  arrival  in 
the  operating  room  it  rose  to  250/190.  Twen- 
ty minutes  later  it  was  130/90.  Induction 
anesthesia  with  thiopental  sodium  was  begun 
and  the  blood  pressure  went  to  240/180.  An 
additional  5 mg.  of  phentolamine  were  given 
intramuscularly  with  no  appreciable  change 
in  the  blood  pressure.  Twenty  milligrams  of 
piperoxane  hydrochloride  given  intravenous- 
ly reduced  the  blood  pressure  only  slightly, 
and  it  gradually  returned  to  relatively  nor- 
mal levels  after  75  minutes.  At  that  time  a 
thoracicoabdominal  incision  was  made,  using 
essentially  the  same  technic  as  in  case  1.  The 
tumor  was  readily  palpable  when  the  dia- 
phragm was  opened  and  resection  was  ac- 
complished. The  tumor  measured  6 by  4.5  by 
4.5  cm.  Upon  removing  it,  the  blood  pressure 
dropped  to  unobtainable  levels.  The  electro- 
cardiogram showed  a cardiac  arrest.  The 
pericardium  was  opened  and  the  heart  action 
was  found  to  be  arrested.  Cardiac  massage 
was  promptly  instituted  and  0.5  cc.  of 
1:1,000  epinephrine  was  injected  into  the 
heart.  After  five  minutes  a second  intra- 
cardiac injection  of  epinephrine  was  made, 
following  which  the  heart  began  to  beat  at 
a rate  of  40  to  50  per  minute.  Sixteen  mi- 
nutes lapsed  before  the  bicod  pressure  rose 
significantly.  Intravenous  administration  of 
1-norepinephrine  in  the  concentration  of 
16  cc.  per  1,000  cc.  of  fluids  was  started  at 
a rapid  rate  immediately  before  the  pedicle 
was  clamped  and  was  continued  for  about 
48  hours  postoperatively  for  maintenance  of 
blood  pressure,  postoperatively  he  was  given 
epinephrine  in  oil  intramuscularly  every  two 
hours.  The  blood  pressure  gradually  became 
stable  at  normal  levels. 
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Electrocardiogram 

Electrocardiographic  tracings  taken  con- 
tinuosly  during  surgery  revealed  the  cardiac 
arrest  described  above  and,  in  addition, 
showed  numerous  types  of  cardiac  arrhy- 
thmias, including  sinus  tachycardia,  nodal 
rhythm,  auriculoventricular  dissociation,  pa- 
roxysmal ventricular  tachycardia,  numerous 
ectopic  beats  (multifocal  ventricular,  nodal, 
and  auricular  in  origin),  and  incomplete  and 
complete  auriculoventricular  block. 

After  the  second  postoperative  day  the 
patient’s  course  was  uneventful.  There  was 
no  evidence  of  damage  to  the  central  nervous 
system  from  the  cardiac  arrest  and  hypo- 
tension. His  blood  pressure  remained  at  nor- 
mal levels  and  he  had  no  recurrence  of  sym- 
ptoms. Serial  postoperative  electrocardio- 
grams showed  a return  to  normal  of  the 
previously  abnormal  T waves  and  a hista- 
mine test,  using  0.05  mg.  intravenously,  was 
negative. 

The  tumor  weighed  65  grams  and  had  es- 
sentially the  same  gross  characteristics  as 
that  described  in  case.1  The  histopathologic 
picture  was  that  of  a bengin  pheochromo- 
cytoma.  The  tumor  was  analyzed  by  paper 
partition  chromatography  and  a modifica- 
tion of  von  Euler’s  colorimetric  method  by 
Goldenberg32  and  was  found  to  contain  no- 
repinephrine in  an  amount  of  7.3  mg.  per 
gram  of  tumor  tissue  and  epinephrine  3.2 
mg.  per  gram  of  tumor  tissue. 

A 24-hour  urine  specimen,  collected  before 
the  tumor  was  surgically  removed,  was  found 
to  contain  a mixture  of  epinephrine  and  no- 
repinephrine equivalent  to  1100  ug.  of  no- 
repinephrine. 

Discussion 

The  symptomatology  associated  with  phe- 
ochromocytoma  may  be  extremely  varied  and 
bizarre,  and  the  clinical  syndrome  may  simu- 
late many  other  disease  processes.  The  usual 
symptoms  have  been  well  documented  in  the 
literature.  The  disease  does  not  always  ap- 
pear in  a paroxysmal  form,  and  the  blood 
pressure  may  be  sustained  for  several  weeks. 
When  paroxysms  occur  they  vary  in  du- 
ration, frequency,  and  intensity,  persisting 
for  a few  minutes  to  many  hours.  The  epi- 
sodes usually  increase  in  frequency  as  well 
as  severity.  Between  attacks  the  patient  is 
usually  healthy,  but  the  prognosis  in  patients 
with  a pheochromocytoma  is  fatal  if  the 
tumor  is  not  removed. 

Examination  of  the  patient  during  an  at- 
tack is  very  helpful  in  establishing  the  diag- 
nosis. The  histamine  test  described  by  Roth 
and  Kvale16  is  often  used.  The  drug  is  ad- 
ministratered  rapidly  intravenously  in  an 
amount  of  0.025  to  0.05  mg.  In  the  normal 


person  it  usually  produces  little  effect,  but 
in  the  presence  of  a pheochromocytoma  it 
may  cause  a severe  paroxysm  of  hyperten- 
sion. In  case  2 herein  reported  the  reaction 
to  the  test  was  positive  before  surgical  re- 
moval of  the  tumor  and  became  negative 
after  the  pheochromocytoma  was  removed. 
Following  the  preoperative  administration 
of  the  drug  in  case  2 there  developed  a par- 
oxysmal ventricular  tachycardia  which  sub- 
sided without  specific  therapy.  In  case  1 the 
reaction  to  the  histamine  test  was  negative 
following  successful  surgical  removal  of  the 
tumor  but  the  test  was  not  conducted  before 
operation.  Another  test  used  for  the  esta- 
blishment of  the  diagnosis  is  the  benzodi- 
oxane  test.16  This  procedure  is  not  without 
some  danger  and  is  being  replaced  by  the 
regitine  test  in  many  clinics.  During  a par- 
oxysm of  hypertension  or  in  a patient  with 
sustained  hypertension,  a calculated  dosage 
of  piperoxane  hydrochloride  is  injected  in- 
travenously. In  a person  with  a pheochro- 
mocytoma there  is  a definite  drop  in  the 
systolic  as  well  as  diastolic  blood  pressure. 
In  the  two  cases  herein  reported,  piperoxane 
hydrochloride  was  used  and  the  reaction  to 
the  test  was  positive  in  each  case  prior  to 
operation.  Massage  over  the  right  renal  area 
produced  symptoms  and  a paroxysm  of  hy- 
pertension in  one  of  the  patients  reported  in 
this  article.  The  use  of  extraperitoneal  pneu- 
mography as  described  by  Steinbach  and 
associates  is  an  extremely  valuable  and  in 
localizing  the  tumor.  This  retroperitoneal 
oxygen  insufflation  technic  is  an  important 
step  foreward  in  that  tumors  are  readily 
demonstrated  in  the  renal  and  adrenal  areas. 
This  procedure  is  accomplished  painlessly, 
safely,  and  without  morbidity  to  the  patient. 
The  results  are  consistently  good.  The  tech- 
nic is  far  superior  to  the  older  method  of 
perirenal  insufflation  which  was  associated 
with  a high  morbidity  and  mortality  rate. 
The  resulting  roentgenographic  studies  by 
this  older  technic  were  often  of  inferior 
quality  and  lacking  in  diagnostic  details.  In 
the  two  patients  herein  presented  the  tumors 
were  well  localized  and  outlined  by  the  ex- 
traperitoneal oxygen  pneumographic  studies. 

Treatment 

The  treatment  of  pheochromocytoma  is 
surgical  excision.  Operation  is  not  without 
danger  and  the  mortality  rate  for  the  pro- 
cedure is  still  high.  Paroxysmal  cardiac  ar- 
rhythmias, including  ventricular  tachycardia 
and  fibrillation,  are  prone  to  develop  in  the 
presence  of  excess  epinephrine.  The  develop- 
ment of  paroxysmal  ventricular  tachycardia 
was  well  demonstrated  in  case  2 and  is  un- 
doubtedly a common  cause  of  death  at  the 
time  of  operation.  Because  there  is  often  a 
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rise  in  blood  pressure  when  the  tumor  is 
being  manipulated,  it  should  be  handled 
gently.  Several  drugs  are  available  for  use 
in  combating  this  marked  elevation  of  blood 
pressure,  including  the  benzodioxane  drugs, 
phentolamine,  dibenamine,  and  others.  The 
results  obtained  from  the  use  of  these  drugs 
have  been  variable.  There  may  be  a dramatic- 
fall  in  the  blood  pressure  at  the  time  of  li- 
gating the  pedicle  of  the  tumor.  For  this 
reason  1 -norepinephrine,  whole  blood,  and 
other  indicated  measures  should  be  available 
for  immediate  use.  In  the  two  patients  pre- 
sented, 1-norepinephrine  was  started  before 
the  tumor  pedicle  was  clamped.  In  case  1 
the  blood  pressure  was  well  controlled  during 
surgical  intervention  and  for  the  ensuing  24 
hours  by  using  4 cc.  of  1-norepinephrine  in 
a 1,000  cc.  of  normal  saline  administered  at 
a slow  rate.  In  case  2 it  was  necessary  to  use 
16  cc.  of  1-norepinephrine  in  500  cc.  of  whole 
blood  or  in  1,000  cc.  of  fluids  and  the  rate  of 
flow  had  to  be  increased  to  prevent  hypo- 
tensive levels.  An  advantage  of  1-norepine- 
phrine over  epinephrine  for  maintaining  the 
blood  pressure  levels  in  patients  with  phe- 
ochromocytomas  is  that  1-norepinephrine  in- 
creases the  peripheral  resistance  and  does 
not  increase  the  cardiac  output  or  produce 
cardiac  arrhythmias.  Cortisone  was  admi- 
nistered preoperatively  as  well  as  postoper- 
atively  to  the  two  patients  reported.  There 
was  no  evidence  of  adrenal  cortical  insuf- 
ficiency in  either  patient. 

The  surgical  technic  used  in  the  two  pa- 
tients reported  was  the  thoracicoabdominal 
approach  as  described  by  Hood  and  Dickin- 
son.31 This  method  proved  most  satisfactory 
and  the  tumors  were  readily  accessible 
through  this  incision. 

Close  teamwork  by  the  surgeon,  the  anes- 
thetist, and  the  cardiologist  is  necessary  in 
the  management  of  a patient  with  pheo- 
chromocytoma.  Adequate  preoperative  plan- 
ning by  all  concerned  is  extremely  desirous 
in  this  type  of  case  so  that  the  appropriate 
anesthetic  agents  will  be  employed,  the  desir- 
ed preoperative  medication  administered, 
and  an  ample  supply  of  all  necessary  drugs 
will  be  available  in  the  operating  room,  and 
the  postoperative  therapy  outlined. 

Summary 

Following  surgical  removal  of  the  tumors 
in  two  patients  with  pheochromocytoma  with 
paroxysmal  hypertension  the  blood  pressure 
remained  completely  normal  and  they  both 
have  remained  asymptomatic.  Postoperative 
histamine  tests  were  negative  in  both  of 
these  patients.  Postoperative  electrocardio- 
grams were  normal,  whereas  prior  to  sur- 
gical intervention  tracings  in  both  patients 
were  grossly  abnormal.  In  the  immediate 
postoperative  period  1-norepinephrine  for 
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maintaining  stable  blood  pressure  levels  was 
used  with  good  results  in  both  patients.  Re- 
troperitoneal oxygen  insufflation  studies  ac- 
curately localized  the  tumor  masses  in  both 
patients  and  was  a painless  and  completely 
safe  procedure. 
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Monthly  Clinical  Pathological  Conference 
June  17,  1954 
El  Paso  General  Hospital 

Frederick  P.  Bornstein  M.  D.,  Editor 
Case  No.  A-256 

Presentation  of  Case  By  Dr.  Jack  C.  Postlewaite 


Presenting  Complaint 

This  28  year  old  white  man  was  admitted 
to  the  El  Paso  General  Hospital  April  10, 
1954,  with  headache  and  dizziness  for  the 
last  six  months.  This  was  the  eleventh  ad- 
mission of  this  patient  to  this  hospital. 
Patient  also  complained  of  vomiting. 

Family  History 

Non-contributory. 

Past  History 

This  patient  was  first  admitted  to  El  Paso 
General  Hospital  in  the  year  of  1934  in  a 
semi-comatose  condition  and  at  that  time 
the  diagnosis  of  diabetes  with  incipient  dia- 
betic coma  was  made.  He  had  a number  of 
admissions  to  the  hospital  between  1934  and 
1937  and  his  diabetes  was  more  or  less 
stabilized  during  this  period.  He  next  was 
seen  at  the  hospital  in  January,  1939  for  a 
fracture  of  his  wrist,  from  which  he  made 
an  uneventful  recovery.  Little  is  known 
about  the  patient’s  history  between  1939  and 
1951  when  he  was  admitted  to  another  hos- 
pital in  diabetic  coma,  which  was  compli- 
cated by  a febrile  disease.  He  was  re-admit- 
ted in  the  same  year  with  a recurrence  of  the 
febrile  disease.  During  the  year  1952  he 
developed  an  absolute  glaucoma  and  the  eye 
was  removed,  and  on  pathological  examina- 
tion of  the  eye  the  following  findings  were 
made:  1.  Glaucoma,  absolute;  2.  Cataract, 
early;  3.  Retinitis,  diabetic;  4.  Uveitis, 
chronic ; 5.  Detachment,  partial  retina ; 

6.  Retinitis  proliferans.  Later  in  the  year 
the  other  eye  was  removed.  During  the  year 
1953  the  patient’s  condition  showed  a marked 
deterioration  as  hypertension  became  more 
prominent  and  he  developed  uremic  symp- 
toms. Since  July,  1953  he  has  complained 
about  anorexia,  headaches,  and  vomiting.  A 
neurological  consultation  at  another  hospital 
failed  to  demonstrate  any  organic  neurologi- 
cal lesion.  He  was  admitted  to  this  hospital 
as  a transfer  from  another  institution. 

Physical  Examination 

Physical  examination  revealed  a young- 
white  man,  acutely  ill.  T.:  99;  P.  110;  B.  P. 


220/110.  The  skin  showed  a marked  papu- 
losquamous eruption.  Both  eyes  are  missing. 
Neck:  No  significant  findings.  Heart:  En- 
larged to  left  anterior  axillary  line.  Abdo- 
men and  extremities  are  not  remarkable. 
Neurological  examination  not  remarkable. 

Lalioratory  Findings  on  Admission 

RBC  4,800,000;  W.  B.  C.  11,300;  hemo- 
globin 15  mgs.  Blood  chemistry:  B.  U.  N. 
40;  C02  combining:  18.4  meq/L;  chlorides: 
129  meg/L;  sugar:  220  mg/100  cc.  Urinal- 
ysis: Specific  gravity:  1.014.  Albumin:  4 
plus;  sugar:  3 plus;  15  to  20  WBC/HPF; 
15  to  20  RBC/HPF;  many  red  cell  casts. 

On  the  13th  of  April  patient  went  into 
coma  with  marked  hyperventilation.  His 
blood  pressure  was  190/100  on  this  date. 
Blood  sugar  was  over  400.  On  the  15th 
he  went  into  shock.  His  blood  pressure  drop- 
ped to  100/80.  He  developed  Cheyne-Stokes 
respirations  and  died  the  same  day. 

During  his  stay  at  the  various  hospitals 
the  following  diagnoses  were  made:  1.  Dia- 
betes; 2.  Hypertension;  3.  Pyelonephritis, 
acute  and  chronic ; 4.  Glomerulonephritis, 
acute  and  chronic ; 5.  Arteriolar  nephros- 
clerosis; 6.  Kimmelstiel-Wilson  syndrome. 


Differential  Diagnosis 
Dr.  Brandi  Craige: 

This  patient’s  diabetes  was  fairly  severe 
and  poorly  controlled  due  to  his  own  obstin- 
acy apparently,  according  to  Dr.  Postle- 
waite’s  history.  During  the  course  of  this 
twenty  years  of  observation  he  developed 
abnormalities  in  the  urine  starting  as  early 
as  1934  when  he  was  first  found  to  have  a 
1+  albumin  and  since  that  time  the  urine 
has  shown  various  abnormalities  on  various 
occasions.  You  will  notice  in  the  last  para- 
graph of  this  history  Dr.  Bornstein  has 
summarized  the  fact  that  many  diagnoses 
were  made  including  diabetes,  hypertension, 
pyelonephritis,  acute  and  chronic,  glomeru- 
lonephritis, acute  and  chronic,  arteriolar 
nephrosclerosis,  and  Kimmelstiel-Wilson  syn- 
drome. Having  gone  over  most  of  these  old 
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REVIEW  OF  LABORATORY  FINDINGS  FOR  THE  ENTIRE  COURSE  OF  DISEASE 


1934 

1935 

1936 

1937 

1939 

1951 

1952 

1953 

1954 

Blood  pressure 

96/60 

156/108 

190/110 

180/110 

210/125 

230/120 

Blood  Count: 
W.  B.  C. 

24,000 

10,400 

8,000 

27.000 

32.000 

20,000 
Hb  68% 

R.  B.  C. 

4.5  Mil. 

3.8  Mil. 

Sugar 

209  Mg. 

333  Mg. 

182  Mg. 

B.  U.  N. 

27 

48.9 

38 

Urinalysis: 

Specific  Gravity 

1.010 

1.018 

1.014 

1.015 

Albumin 

1 + 

1 + 

Neg. 

Neg. 

1 + 

1+ 

1 + 

3+ 

Sugar 

4+ 

4+ 

4 + 

4 + 

1 + 

3+ 

3 + 

Cells 

4+  Gran. 
Casta 

4+Gran. 

Casts 

Many  gran- 
ular-casts 

Gral  Cast 
Many  leuko- 
cytes 

Few  white 
cells. 

Fever 

98.6 

98.6 

100 

99.4 

103 

100.8 

99 

records,  I am  inclined  not  to  pick  and  choose 
between  these  various  diagnoses,  but  I think 
probably  most,  if  not  all,  of  them  are  correct. 

First,  we  have  a young  man  whose  dia- 
betes began  at  the  age  of  eight.  He  has  had 
albuminuria  and  other  urinary  findings 
from  time  to  time  during  the  course  of  twen- 
ty years.  The  most  likely  explanation  of  the 
urinary  findings  is  Kimmelsti el- Wilson  dis- 
ease which,  as  you  know,  is  so-called  inter- 
capillary glomerulosclerosis.  1 think  there 
is  some  argument  now  about  the  name  be- 
cause originally  it  was  thought  that  the 
sclerosis  was  hyalinization  of  the  connective 
tissue  between  the  capillaries,  and  more  re- 
cent observation  suggests  that  a thickening 
at  the  basement  membrane  is  at  fault.  At 
any  rate,  in  diabetics  who  survive  more  than 
six  or  eight  years  with  their  disease,  it  is 
very  common  to  get  such  changes  in  the 
kidneys  and  with  the  prolongation  of  life  of 
diabetics,  we  are  likely  to  find  that  the  Kim- 
melstiel-Wilson syndrome  becomes  numeric- 
ally a more  important  renal  disease  than 
chronic  glomerulonephritis.  So  that  I think 
the  fundamental  diagnosis  is  diabetes  mel- 
litus  and  Kimmelstiel-Wilson  syndrome.  Now 
on  top  of  that  some  other  things  are  taking 
place. 

He  was  admitted  to  Hotel  Dieu  a few 
years  ago  with  fever  and  an  obviously  in- 
fected urine.  There  was  pus  in  the  urine, 
and  a urine  culture  showed  staphylococci 
and  streptococci,  and  I think  there  is  no 
question  that  at  that  time  he  had  a complicat- 
ing pyelonephritis.  Many  subsequent  and 
previous  urines,  however,  did  not  have  pus 
cells  in  them  or  bacteria  and  my  feeling  is 
that  the  pyelonephritis  was  transient  and 
not  a chronic  affair  and  hence  not  the  cause 
of  his  chronic  renal  insufficiency.  With 


regard  to  the  suggestion  that  he  had  glo- 
merulonephritis : In  this  record  and  the 

records  that  I reviewed  at  Hotel  Dieu,  I may 
have  overlooked  it,  but  I couldn’t  find  def- 
inite evidence  of  acute  or  chronic  glomeru- 
lonephritis. There  is  only  one  thing  in  the 
records  that  show  even  a suggestion  of  this, 
and  that  is  one  urine  is  said  to  have  shown 
red  cell  casts  on  his  last  admission,  which 
would  indicate  bleeding  from  the  glomerulus 
and  that  could  occur  of  course  with  any- 
thing indicating  a glomerulitis  most  com- 
monly a glomerulonephritis,  but  it  could  also 
occur  should  there  be  septicemia  and  with 
septic  emboli  to  the  capillary  tufts,  a pos- 
sibility that  we  haven’t  entirely  ruled  out. 

With  twenty  years  of  diabetes  and  many 
years  of  hypertension  due  to  the  Kimmel- 
stiel-Wilson syndrome,  certainly  the  patient 
also  has  developed  arteriolar  nephrosclerosis 
and  some  arteriosclerosis.  I expect  the 
pathologist  to  find  traces  of  those  diseases 
as  well  as  the  Kimmelstiel-Wilson  syndrome. 

The  previous  admissions  seem  to  be  fair- 
ly straightforward  episodes  of  diabetic  acid- 
osis. On  one  occasion  back  in  1952  innumer- 
able red  cells  were  found  but  that  was  in  a 
catheterized  specimen  and  was  not  corrobor- 
ated by  later  urinalysis.  That  was  the  same 
admission  on  which  there  was  an  acute 
urinary  infection  and  that  may  either  repre- 
sent chronic  or  hemorrhagic  cystitis.  There 
is  a past  history  of  hepatic  disease,  but  I 
could  find  no  details  either  in  this  note  or 
in  the  records  as  to  what  that  amounts  to 
so  I will  pass  that  up. 

This  diabetic  also  had  some  other  com- 
plications. I mentioned  his  pyelonephritis. 
He  also  developed  a retinopathy  which  re- 
sulted in  his  losing  his  eyes.  There  are  a 
couple  of  points  of  interest  in  that  regard. 
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Of  some  200  diabetics  reported  by  Dolger, 
14%  were  partially  or  totally  blind.  Un- 
fortunately retinal  lesions  and  diabetes  are 
extremely  common  when  the  disease  runs 
any  length  of  time,  and  it  seems  that  the 
degree  of  control  of  the  diabetes  does  not 
have  very  much  effect  on  the  amount  of 
retinitis  that  occurs.  In  this  patient  the 
retinitis  led  to  various  other  complicating 
changes  which  are  listed  here  on  the  record 
and  which  perhaps  Dr.  Caylor  might  com- 
ment on  later. 

He  had  some  skin  lesions  which  are  not 
well  enough  described  in  the  record  for  me 
to  attempt  to  make  a diagnosis  of  them. 
There  are  two  types  of  skin  lesions  that  oc- 
cur in  long  standing  poorly  controlled  dia- 
betes. One  is  called  xanthoma  diabeticorum 
and  the  other  necrobiosis  diabeticorum,  both 
of  which  I know  very  little  about.  I was  hop- 
ing that  Dr.  Garrett  would  be  here  to  talk 
about  them.  They  don’t  seem  to  be  much 
like  what  this  boy  has. 

In  his  last  admission  there  is  little  doubt, 
but  that  he  had  diabetic  coma.  He  apparent- 
ly came  in  in  diabetic  acidosis  and  died  af- 
terwards. Whether  this  death  was  due  to 
potassium  difficulties  or  not,  1 don’t  know. 
The  other  question  is  whether  these  terminal 
episodes  occurred  as  a result  of  sepsis  and 
if  so  that  would  help  explain  the  finding  of 
some  red  cell  casts  in  the  urine  during  his 
last  hospitalization. 

My  diagnoses  then  are : 

1.  Diabetes  mellitus,  juvenile  type. 

2.  Kimmelstiel-Wilson  syndrome. 

3.  Past  history  of  pyelonephritis,  acute. 

4.  Arteriolar  nephrosclerosis  and  arte- 
riosclerosis complicating  the  Kinnnel- 
steil-Wilson  syndrome. 

5.  A history  of  loss  of  the  eyes  due  to 
vascular  changes  secondary  to  dia- 
betes. 

Dr.  Robert  N.  Caylor : 

I don’t  really  care  to  comment  too  much, 
but  since  this  is  the  first  time  I have  seen 
the  eye  mentioned  in  a C.  P.  C.  I better  take 
advantage  of  it.  Apparently  this  boy  had  the 
following  sequence  of  events  here.  It  probab- 
ly started  out  with  the  diabetic  retinitis  and 
followed  by  ubeitis  and  probably  a destruc- 
tive lesion  around  the  angle  of  the  iris  which 
of  course  produced  glaucoma.  The  retinitis, 
probably  a serous  type,  detached  the  retina 
and  of  course  as  time  went  on  the  hemor- 
rhage in  the  vitreous  produced  what  ends 
up  as  the  retinitis  proliferans  with  a number 


of  strings  of  scars  through  the  vitreous. 
Obviously  this  boy  had  a very  severe  situa- 
tion. How  much  it  had  to  do  with  diabetes 
I don’t  think  that  one  can  actually  say.  The 
retinitis  that  occurs  of  course  is  very  com- 
mon and  is  usually  an  irreversible  situation, 
and  even  though  the  diabetes  is  controlled 
very  well  a retinitis  persists  and  the  scar 
tissue  and  exudates,  etc.,  remain  and  there 
is  no  actual  return  of  vision  in  these  areas 
that  are  involved.  As  to  the  occurrence  of 
the  absolute  glaucoma  that  is  just  something 
that  no  one  can  control,  and  it  may  be  due 
to  the  ubeitis,  or  it  may  be  even  due  to 
hemorrhage  or  thrombosis  of  the  optic  vein 
which  of  course  produces  an  irreversible 
glaucoma  and  probably  the  only  thing  that 
they  could  have  done  at  this  time  was  to 
remove  the  eyes  for  relief  of  pain. 

Dr.  H.  M.  Gibson : 

I don’t  think  that  there  is  any  question 
but  what  we  will  find  several  different  types 
of  lesions  in  the  kidneys.  However,  to  these 
other  multiple  lesions  I would  like  to  add  the 
distinct  possibility  that  the  patient  has  a 
renal  papillary  necrosis. 

Dr.  Jack  C.  Postlewaite 

This  boy  was  out  of  coma  and  being  con- 
trolled very  well  and  then  went  down  hill 
with  all  the  benefits  of  normal  chemistries, 
just  like  many  of  our  diabetics  who  get 
superb  attention  but  for  some  reason  they 
don’t  survive  the  treatment.  The  only  thing 
that  occurred  to  me  is  this  skin  lesion  that 
Dr.  Craige  referred  to  looked  like  a folliculi- 
tis, but  by  virtue  of  the  persistent  febrile 
situation  without  too  much  blood  count  check, 
I thought  in  terms  of  a circulating  staph 
albus  or  something  which  might  be  origin- 
ated from  the  kidney  and  probably  was 
symbiotic  with  this  boy  for  weeks  prior  to 
any  diagnosis.  I hadn’t  seen  him  actually  in 
that  period  of  time  and  thought  what  oc- 
curred to  be  a headache  was  some  focal 
lesion  in  the  brain.  I am  not  sure  that  this 
is  any  more  than  guess  work,  because  I had 
nothing  neurological  to  base  it  on.  The  in- 
teresting thing  are  the  spinal  fluid  findings. 
It  seems  to  me  the  protein  was  borderline 
elevated  or  normal.  I am  amazed  because  he 
is  a long  duration  diabetic,  and  spinal  fluid 
elevation  would  dwindle  in  a number  of  cases 
that  I have  followed  that  had  secondary 
neurological  manifestations. 

Clinical  Diagnosis: 

Nephrosclerosis  with  Kimelstiel  - Wilson 
syndrome  diabetes. 
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Dr.  Branch  Crjiige’s  Diagnosis 

1.  Diabetes  mellitus,  juvenile  type. 

2.  Kimmelstiel-Wilson  Syndrome. 

3.  Past  history  of  pyelonephritis,  acute. 

4.  Arteriolar  nephrosclerosis  and  arte- 
riosclerosis complicating  the  Kimmels- 
tiel-Wilson syndrome. 

5.  A history  of  loss  of  the  eyes  due  to 
vascular  changes  secondary  to  diabe- 
tes. 

Anatomical  Diagnosis: 

1.  Subacute  and  chronic  glomeruloneph- 
ritis. 

2.  Arterial  and  arteriolar  nephrosclero- 
sis. 

3.  Intercapillary  glomerulosclerosis. 

Dr.  Frederick  P.  Bornstein: 

On  autopsy  we  found  the  body  of  a young 
fairly  well  developed  white  man.  Consider- 
ing that  he  had  a hypertension  of  long  stand- 
ing, it  was  rather  surprising  that  the  heart 
weighed  only  300  grams  and  there  was  ab- 
sence of  cardiac  hypertrophy.  A small 
amount  of  fluid  was  present  in  the  abdomen. 
Our  main  interest  naturally  is  centered 
on  the  kidneys.  (Fig.  1)  They  weighed 
together  290  grams  which  is  a weight  some- 
what smaller  than  normal,  but  not  very  much 
smaller.  The  capsule  of  the  kidney  stripped 
with  some  difficulty  and  left  a reddish 
brown  surface,  which  was  somewhat  granu- 
lar and  showed  numerous  irregular  depress- 
ed scars.  (Fig.  1) 

We  then  have  a case  here  of  a man  who  be- 
sides diabetes,  has  hypertension,  albuminuria 
and  scarred  irregular  kidneys.  At  this  point 
it  is  the  natural  desire  of  any  pathologist 
to  state  that  the  man  had  Bright’s  disease 


Figure  1 


and  then  go  home  and  call  it  a day.  However, 
there  exists  a certain  necessity  to  subdivide 
and  classify  Bright’s  disease,  although  the 
attitudes  of  most  pathologists  to  such  clas- 
sification resemble  the  attitudes  that  most 
English  speaking  people  have  to  the  split 
infinitive,  which  according  to  Fowler  varies 
from  those  who  neither  know  nor  care,  to 
those  who  do  not  know,  but  care  very  much, 
to  those  who  know  and  distinguish.  To  class- 
ify the  pathological  process  in  a kidney  of 
this  type  we  have  to  evaluate  the  microscopic 
findings  and  here  the  main  source  of  dif- 
ficulty and  confusion  arises  because  there  is 
hardly  an  organ  where  there  exists  such  an 
inter-relation  between  inflammatory  degen- 
erative and  vascular  changes.  One  has  spe- 
cifically to  evaluate  the  changes  in  the  glo- 
meruli, in  the  tubules,  in  the  interstitial  tis- 
sue and  in  the  vascular  system  and  their 
effects  upon  each  other.  The  most  striking 
change  in  this  particular  kidney  even  on 
casual  glance  consists  of  a profound  altera- 
tion of  the  general  structure  of  the  kidney 
(Fig.  2)  with  a diffuse  lymphocytic  infiltra- 
tion of  the  interstitial  tissue.  The  glomeruli 
are  small  and  shrunken  and  many  of  them 
show  so-called  inflammatory  crescents.  In 
addition  as  can  be  seen  easily  in  the  center 
of  the  picture  (Fig.  2),  there  is  a severe 
arterial  change  with  narrowing  of  the  lumen 
and  thickening  of  the  intima.  With  these 
two  components  observed,  we  can  speak  safe- 
ly about  the  presence  of  a subacute  to  chronic 
glomerulonephritis  combined  with  an  arter- 
ial nephrosclerosis.  On  examination  under 
high  power  (Fig.  3),  an  additional  change 
of  the  glomerulus  is  quite  prominent.  Begin- 
ning with  the  afferent  artery  and  extending 
along  the  capillaries  through  the  entire  glo- 
merulus, one  sees  the  deposits  of  a heavy 
hyaline  substance  which  gives  the  glomer- 
ulus a lobulated  appearance.  This  change 
first  described  by  Kimmelsteil-Wilson  in 
1936  is  known  as  intercapillary  glomerulos- 

( Continued  on  Page  355) 
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Clinical  Notes  from  Medical  Grand  Rounds 


These  notes  are  abstracts  of  opinions 
expressed  by  staff  members  during 
case  presentations  at  the  G r a n d 
Rounds  of  the  Pratt  Diagnostic  Clinic 
— Neiv  England  Center  Hospital. 

Isoniazid  is  useful  in  the  treatment  of 
some  types  of  tuberculosis,  especially  when 
combined  with  streptomycin  and  paraamino- 
salicylic  acid.  When  used  alone,  however, 
bacterial  resistance  develops  within  a re- 
latively short  time.  Some  feel  that  it  should 
be  reserved  for  special  situations  when 
maximum  therapeutic  effect  is  of  utmost 
importance  as  in  tuberculosis  meningitis, 
miliary  tuberculosis,  tuberculous  pneumonia 
or  in  preparing  patients  for  pulmonary 
surgery  after  other  types  of  therapy  have 
produced  their  maximum  effect.  Pellagra 
has  been  reported  as  a complication  of  iso- 
niazid therapy  and  psychoses  also  may  oc- 
cur. Whether  or  not  nicotinic  acid  should 
be  given  prophylactically  is  a question  that 
has  not  as  yet  been  answered. 


Leukemia  may  manifest  itself  by  the  ap- 
pearance of  various  skin  lesions.  Some  of 
these  may  be  incidental  to  the  suppression 
of  bone  marrow  functions  (purpura  from 
thrombocytopenia  and  superficial  infections 
from  agranulocytosis)  ; others  probably  are 
allergic  in  nature  representing  reactions  to 
the  abnormal  cells  (eczematoid  or  exfoliative 
dermatitis)  ; finally  there  are  specific  in- 
filtrative lesions  with  a diagnostic  pathologic 
appearance.  The  appearance  of  the  last  type 
is  considered  to  be  a poor  prognostic  sign. 


Diffuse  osteoporosis  may  be  caused  by: 
prolonged  bedrest,  old  age,  Cushing’s  syn- 
drome (including  excessive  use  of  ACTH 
and  cortisone),  estrogen  deficiency  (post- 
menopausal and  ovarian  agenesis)  and  acro- 
megaly. Diffuse  bone  lesions  simulating 
those  of  osteoporosis  also  are  sometimes  seen 
in  multiple  myeloma  and  hyperparathyroid- 
ism. 


X-ray  visualization  of  the  common  bile 
duct  is  now  possible  in  a high  percentage 
of  cases  by  use  of  a new  radiopaque  dye 
called  Biligrafin  (German  manufacture — 
Schering)  or  Cholografin  (U.  S.  manufac- 
ture— Squibb).  This  substance,  which  con- 
tains 3 mulecules  of  iodine,  is  given  intra- 
venously. Within  10  or  15  minutes  there  is 
beginning  visualization  of  the  bile  ducts; 
best  visualization  is  obtained  between  20  to 


40  minutes  after  injection.  Visualization  of 
the  gallbladder  itself  is  obtained  from  one 
to  two  hours  after  injection.  Ordinarily, 
about  10  per  cent  of  the  substance  is  excreted 
by  the  kidneys  and  simultaneous  visualiza- 
tion of  the  renal  pelvis  will  occur.  The  chief 
value  of  this  material  (which  apparently  is 
remarkably  free  of  toxicity)  is  in  the  study 
of  the  biliary  tract  in  patients  with  recurrent 
symptoms  following  cholecystectomy  when 
it  may  be  possible  to  demonstrate  or  rule 
out  a common  duct  stone ; also  it  is  of  value 
in  the  study  of  patients  in  whom  the  gall- 
bladder does  not  visualize  following  the 
administration  of  gallbladder  dye  by  the 
usual  oral  technique. 


In  sodium  and  potassium  depletion,  which 
may  occur  as  the  result  of  diarrhea,  vomiting 
and  deficient  intake,  secondary  renal  distur- 
bances may  occur.  Thus  what  starts  out  as 
a simple  diarrhea  may,  if  unchecked,  result 
in  a complicated  syndrome  simulating  ure- 
mia. Control  of  the  accompanying  dehydra- 
tion, sodium  and  potassium  depletion  and 
nutritional  deficiencies  results  in  improve- 
ment. 


Hypercalcemia  may  occur  as  the  result  of 
fractures,  destructive  bone  disorders,  exces- 
sive use  of  vitamin  D,  excessive  calcium  in- 
take, hyperparathyroidism,  sarcoidosis,  mul- 
tiple myeloma  (hyperglobulinemia) , renal 
tubular  acidosis  and  beryllium  poisoning. 


Myelography  is  often  unsatisfactory  for 
demonstrating  spinal  cord  disease  in  the 
area  between  D9-12  because  the  curve  of  the 
spine  in  this  area  makes  leisurely  examina- 
tion quite  difficult. 


Scleredema  is  a rare  disorder  character- 
ized by  non-pitting  edema  of  the  face,  neck 
and  at  times  the  upper  arms  and  chest ; there 
may  be  pleural  or  pericardial  effusion.  It  is 
probably  one  of  the  collagen  diseases  related 
to  scleroderma  and  lupus  erythematosus. 
Spontaneous  recovery  usually  occurs  but 
cases  of  prolonged  duration  are  occasionally 
encountered. 


An  uncommon  form  of  pulmonary  cancer 
is  the  so-called  “pulmonary  adenomatosis” 
or  diffuse  primary  alveolar  carcinoma  of  the 
lung.  The  disorder  apparently  begins  slowly 
and  in  both  lungs  at  about  the  same  time. 
The  bronchi  are  not  involved  but  mucus- 
producing  cells  diffusely  invade  alveoli;  no 
primary  site  can  be  ascertained.  In  about 
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half  of  the  cases  there  are  no  metastases, 
death  occurring  from  pneumonia  and  res- 
piratory insufficiency.  In  the  remainder, 
distant  metastases  occur  as  in  other  types 
of  lung  cancer.  The  diagnosis  may  be  sus- 
pected from  the  progressive  downhill  course, 
“soapsuds-like”  sputum  and  diffuse  x-ray 
changes,  but  can  be  established  with  certain- 
ty only  by  lung  biopsy.  There  is  no  effective 
treatment. 

Salmonella  infections  usually  present  in 
one  of  three  forms:  a)  Salmonella  entero- 
colitis, usually  of  short  duration,  most  com- 
monly caused  by  S.  enteriditis  or  S.  typhi- 
murium;  this  type  may  be  contracted  from 
human  carriers,  improperly  cooked  or  refrig- 
erated food,  or  food  infected  by  rodents, 
b)  Salmonella  (typhoid  and  paratyphoid) 
fever;  diarrhea  is  not  a common  primary 
symptom  but  may  be  secondary  to  antibiotic 
therapy  (chemical  or  secondary  staphylococ- 
cic infection),  c)  Salmonella  septicemia 
(usually  caused  by  S.  cholera  suis ) ; this  type 
is  characterized  by  extra-intestinal  local  in- 
fections like  salpingitis,  cholecystitis,  osteo- 
myelitis, pneumonia.  Results  of  therapy  are 
unpredictable ; chloramphenicol  neomycin 
and  polymyxin  B are  the  most  effective  anti- 
biotics, but  are  not  always  successful  where 
there  are  local  infections  requiring  surgical 
drainage. 

TOXICOLOGY 

Parathion  Poisoning  In  Children 

Johnston,  J.  M.,  J.  Pediat.  U 2:286 , 1953 

Five  cases  of  parathion  poisoning  are 
presented.  One  patient  died.  Treatment  of 
organic  phosphate  poisoning  is  as  follows: 
Remove  all  clothing  and  bathe  entire  body 
with  soap  and  water.  Lavage  patient  if 
poison  has  been  swallowed.  Administer  atro- 
pine* in  adequate  dosage  until  recovery  is 
assured.  Do  not  give  morphine.  (Amino- 
phylline  and  theophylline  are  also  contra- 
indicated since  the  ability  of  these  drugs  to 
produce  cortical  seizures  is  materially  in- 
creased in  the  presence  of  organic  phosphate 
compounds) . 

( *Panj)arnit  has  been  reported  to  he  a more  effective  antagonist 
to  parathion  than  atropine  hut  extensive  clinical  trials  arc 
lacking.  Ed.) 

Clinical  Clippings,  May,  1953. 


RECTAL  PAIN 

Editorial  : North  Carolina  M.  J.  13:100,  1952 
Brief,  intense  rectal  pain  or  “rectal  crisis” 
is  an  alarming  but  relatively  harmless  con- 
dition due  to  temporary  spasm  of  the  mus- 
culature of  the  rectum,  somewhat  analogous 
to  cardiospasm  and  pylorospasm.  Attacks 
can  be  terminated  by  inhalation  of  amyl 
nitrite  or  administration  of  1/200  to  1/100 
gr.  nitroglycerin. 

Clinical  Clippings,  July,  1952. 
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clerosis.  The  nature  of  this  process  is  not 
well  understood  at  the  present  time.  There 
are  two  schools  of  thought.  One  who  thinks 
that  the  material  is  elaborated  beneath  the 
endothelium,  the  other  that  it  is  precipitated 
upon  the  endothelium  from  the  blood  stream. 
Be  this  as  it  may,  since  the  original  observa- 
tion of  Kimmelsteil-Wilson  there  has  been 
general  agreement  that  the  change,  if  pre- 
sent, is  nearly  always  diagnostic  for  diabetes 
combined  with  hypertension  and  it  is  also 
agreed  that  it  is  only  present  in  30%  to  45% 


Figure  3 


of  kidneys  removed  from  diabetic  patients. 
The  presence  of  the  change  does  not  seem  to 
influence  the  course  of  the  disease  in  any 
significant  way. 

In  summary  then  we  have  a patient  who 
had  a poorly  controlled  diabetes  for  a long 
time  and  also  had  a slowly  progressing  ne- 
phritis for  many  years.  Later  he  developed 
hypertension  uremia  and  an  intercapillary 
glomerulosclerosis.  He  finally  died  of  renal 
failure  due  to  the  extensive  damage  to  his 
kidneys. 


TUBERCULOSIS 

Further  Experiences  With 

Para-Aminosalicylic  Acid 

Ross,  H.  M.,  Canad . M.  A.  J.  66:353,  1952 
Daily  administration  of  10  Gm.  PAS  and  1 
Gm.  streptomycin  reduced  the  number  of 
streptomycin-resistant  strains  of  tubercu- 
losis organisms  encountered  after  2 to  3 
months  treatment.  Reduction  of  resistance 
was  not  affected  by  use  of  2 Gm.  PAS  and 
1 Gm.  streptomycin  daily. 

Clinical  Clippings,  July,  1952. 
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HEMATOLOGY 

A New  Concept  Of  The  Clotting  of  Blood 
And  The  Hemorrhagic  Diseases 
Quick,  A.  J.,  J.  Missouri  M.  A.  U7 :7U9,  1950 
Quick’s  new  hypothesis  assigns  two  actions 
to  thrombin ; coagulation  of  fibrinogen  and 
labilization  of  platelets.  Platelets  disin- 
tegrate, liberating  the  activator  of  throm- 
boplastinogen  as  well  as  a potent  diffusible 
vasoconstrictor.  It  is  the  latter  substance 
which  is  considered  the  principal  agent  ef- 
fecting hemostasis. 

Marquette  U.  School  Med. 

Clinical  Clippings,  December,  1950. 


ANTICOAGULANTS 

The  Relationship  Of  Disorders  Of  The  Blood 
Clotting  Mechanism  To  Toxemia  Of 
Pregnancy  And  The  Value  of 
Heparin  Therapy 
Butler,  B.  C.,  et  al.,  Am.  J.  Obst. 

& Gynec.  60:56U,  1950 
After  clinical  trial  of  Heparin  in  treat- 
ment of  four  cases  of  toxemia  of  pregnancy, 
anticoagulant  therapy  was  abandoned.  Ob- 
servations by  the  authors  do  not  support 
the  theory  that  thromboplastin  is  an  etiologic 
agent  in  toxemia. 

Clinical  Clippings,  December,  1950 


DERMATOLOGY 

Hair  Loss  From  Sebum 
Flesch,  P.,  A.  M.  A.  Arch.  Dermat. 

& Syphilol.  67:1,  1953 

The  depilatory  action  of  sebum  can  not 
be  attributed  solely  to  its  squalene  content*. 
It  is  evident  from  this  study  that  sebum 
contains  other,  more  potent  depilatory  com- 
pounds. These  substances  interfere  with  hair 
growth  and  keratinization  in  animals.  If 
sebaceous  secretion  affects  keratinization  in 
a similar  way  in  man,  it  will  be  necessary 
to  revise  a number  of  concepts  in  the  path- 
ology and  therapy  of  cutaneous  disorders. 
Continued  investigation  along  these  lines 
may  yield  interesting  and  important  infor- 
mation. 

*See  Clinical  Clippings,  July  1952 ; March,  1953. 

REPETATUR : The  possession  of  a microscope  does  not  endow 
the  pathologist  with  supernatural  powers. — Highman. 

Clinical  Clippings,  May,  1953 
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Dr.  Willard  M.  Allen 


Dr.  John  H.  Lamb 


Dr.  Willard  M.  Allen  of  St.  Louis  and 
Dr.  John  H.  Lamb  of  Oklahoma  City  are  two 
additional  speakers  who  will  present  scienti- 
fic papers  at  the  annual  meeting  of  the  South- 
western Medical  Association  in  El  Paso, 
Texas,  November  17  to  19. 

Dr.  Alien  is  Professor  of  Obstetrics  and 
Gynecology  at  the  Washington  I'niversity 
School  of  Medicine  in  St.  Louis.  He  is  holder 
of  the  Eli  Lilly  and  Company  Award  in  bio- 
logical Chemistry  for  the  isolation  of  Pro- 
gesterone in  pure  form.  1 1 is  subjects  are  to 
be  announced. 

Dr.  Lamb  is  Professor  of  Dermatology  at 
the  University  of  Oklahoma  School  of  Medi- 
cine. He  is  a member  of  the  American 
Examining  Board  of  Dermatology  and  Syphi- 
lology.  His  subjects  will  be  “Sun-Sensitive 
Dermatoses”  and  “Fungus  Infection  of  Se- 
vere Type  (deep  mycoses).” 


Other  speakers  announced  to  date  are  Dr. 
Edwin  H.  Ellison,  Associate  Professor  of 
Surgery  at  the  Ohio  State*  I'niversity  School 
of  Medicine,  Dr.  A.  E.  Maumonee,  Professor 
of  Surgery  in  Opthalmology  at  the  Stanford 
University  School  of  Medicine,  Dr.  Kinsey 
M.  Simonton,  Associate  Professor  of  Oto- 
laryngology in  the  Mayo  Foundation  at 
Rochester,  Minn.,  and  Dr.  William  Parson, 
Professor  of  Internal  Medicine  at  the  Uni- 
versity of  Virginia  School  of  Medicine. 

Headquarters  for  the  meeting  and  scien- 
tific exhibits  will  be  in  the  Hotel  Paso  Del 
Norte.  Dr.  Maynard  Hart,  of  El  Paso  is 
chairman  of  the  convention  committee. 

The  meeting  will  be  unusual  in  that  the 
Academy  of  General  Practice  and  Special 
Sections  will  meet  on  Wednesday,  November 
17  with  the  General  Meeting  on  Thursday 
and  Friday,  November  18  and  19. 
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Aphorisms  and  Memorabilia  - Truths  and 
Concepts  Concerning  Endocrinology 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces,  N.  M. 


1.  “The  impression  has  been  circulated 
that  colchicine  refractoriness  may  be  over- 
come by  the  administration  of  one  to  two 
injections  of  corticotropin  concomitant  with 
colchicine,  but  in  many  instances,  this  has 
not  been  the  case.  In  most  patients,  a week 
of  corticotropin  has  been  required  for  con- 
trol and  acute  gout  has  not  followed  with- 
drawal.” Charles  Ragan,  Bulletin  of  N.  Y. 
Academy  of  Med.,  May  1953,  p.  359. 

2.  “Three  factors,  however,  must  be  con- 
sidered which  might  lead  to  a pessimistic 
viewpoint  concerning  our  ability  to  wipe  out 
rheumatic  heart  disease  by  the  hormone 
treatment  of  acute  rheumatic  fever.  The 
first  is  that  many  patients  with  rheumatic 
heart  disease  — one-third  to  one-half  — have 
never  had  a known  attack  of  rheumatic  fever 
which  could  be  treated.  The  second  factor  is 
related  to  the  time  lag  between  the  onset  of 
inflammation  and  the  application  of  an  anti- 
inflammatory agent.  In  the  interval,  the  in- 
flammatory process  develops,  and  when  de- 
celerated by  the  anti-inflammatory  agent,  is 
replaced  by  a repair  process  with  scar  for- 
mation leading  to  the  cardiac  stigmata  of 
rheumatic  heart  disease.  The  third  factor 
is  that  in  some  instances  the  inflammation 
will  be  so  marked  and  such  large  doses  of 
the  anti-inflammatory  agent  will  be  required 
to  decelerate  the  inflammation,  that  vital 
processes  will  be  affected  and  some  degree 
of  inflammation  must  of  necessity  persist 
if  life  is  to  continue.  Thus,  there  is  little 
likelihood  that  rheumatic  heart  disease  can 
be  eradicated  by  the  treatment  of  acute  rheu- 
matic fever.  Hope  would  appear  to  lie  pri- 
marily in  the  direction  of  the  prevention  of 
acute  rheumatic  fever.  Charles  Ragan,  loc. 
cit.,  p.  361. 

3.  “It  should  be  stressed  that  when  mer- 
curials are  used,  the  excretion  of  potassium 
in  the  urine  is  increased  and  under  these 
circumstances  a low  serum  potassium  with 
its  attendant  difficulties  may  be  encountered. 
Hence,  when  mercurial  diuretics  are  used 
over  a long  period,  supplemental  potassium 
in  the  form  of  2 to  3 grams  of  enteric-coated 
potassium  chloride  daily  should  be  taken  by 
mouth.  If  it  is  not  feasible  to  follow  the 
serum  potassium  at  one  or  two  monthly 
intervals,  oral  potassium  chloride  should  be 
added  even  when  mercurials  are  not  being 


used  if  the  average  daily  dose  exceeds  75 
mgm.  of  cortisone  or  40  I.  U.  of  cortico- 
tropin daily.”  Charles  Ragan,  loc.  cit.,  p.  368. 

4.  “When  a major  thromboembolic  epi- 
sode ensues  (by  this  is  meant  infarction  and 
not  a peripheral  thrombophlebitis  without 
infarction),  unless  the  continuation  of  hor- 
mone administration  is  a question  of  life  or 
death,  we  have  withdrawn  it.  In  the  pres- 
ence of  peripheral  thrombophlebitis  alone, 
our  practice  has  been  to  hospitalize  the  pa- 
tient, continue  suboptimal  hormone  adminis- 
tration and  employ  heparin  anticoagulation. 
There  is  suggestive  evidence  to  indicate  that 
dicumarol  anticoagulation  does  not  overcome 
the  presumed  hypercoagulable  state  induced 
by  the  hormones.”  Charles  Ragan,  loc.  cit., 
p.  369. 

5.  “We  feel  a severe  psychic  reaction  is 
a definite  indication  for  withdrawal  of  this 
type  of  therapy  and  that  it  should  not  be 
resumed.  Withdrawal  of  cortisone  should  be 
undertaken  with  simultaneous  administra- 
tion of  corticotropin  in  a psychiatric  hospital 
under  careful  observation,  particularly  if 
suicidal  tendencies  are  present.”  Charles 
Ragan,  loc.  cit.,  p.  370. 

6.  “When  a localized  or  systemic  infec- 
tion appears  in  patients  receiving  hormonal 
therapy,  it  should  be  treated  by  conventional 
means.  When  possible,  severe  infections 
should  be  treated  in  euadrenal  rather  than 
the  hyperdrenal  state  and  therefore  with- 
drawal of  cortisone  with  corticotropin  is  ad- 
visable. If  withdrawal  in  itself  is  deemed 
hazardous,  then,  of  necessity,  cortisone  must 
be  continued,  preferably  with  corticotropin 
and  suitable  antibiotics  and/or  surgery  as 
needed.  It  is  often  advisable  to  decrease  the 
dose  of  hormone  to  permit  some  clinical 
evaluation  of  the  situation,  as  well  as  to  allow 
a host  response  which  is  necessary  for  the 
healing  of  most  infectious  process.”  Charles 
Ragan,  loc.  cit.,  p.  370. 

7.  “If  untoward  events  arise  during  cor- 
tisone treatment,  corticotropin  should  be  ad- 
ministered as  well,  so  that  sudden  withdrawal 
may  be  carried  out  if  indicated.  This  has 
been  our  policy  and,  after  five  days  of  intra- 
muscular corticotropin  in  gelatin,  the  corti- 
sone has  been  stopped  and  the  patient  has 
been  maintained  through  the  crisis  on  corti- 
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cotropin  alone.  The  latter  may  be  withdrawn 
suddenly  with  relatively  little  danger  during 
a period  of  strain.”  Charles  Ragan,  lor.  at ., 
p.  371. 

3.  “A  point  deserving  of  emphasis  is  that 
during  the  withdrawal  of  cortisone,  one 
should  administer  corticotropin  as  well.” 
Charles  Ragan,  lor.  rit .,  p.  373. 

9.  “We  feel  that  withdrawal  of  cortisone 
should  never  be  undertaken  without  the  ad- 
ministration of  corticotropin  during  the  last 
few  days  of  cortisone  administration.  This 
is  particularly  important  during  periods  of 
strain  as  during  surgery  or  an  infection  when 
cortisone  withdrawal  may  be  indicated.  Intra- 
venous corticotropin  apparently  achieves  a 
more  rapid  effect  than  intramuscular  but  if 
necessary  the  intramuscular  route  in  the 
form  of  gelatin  preparation  may  be  used 
for  a period  of  four  to  five  days.”  Charles 
Ragan,  lor.  rit.,  p.  3,73. 

10.  “Obesity  remains  the  hallmark  of  the 
(Cushing’s)  syndrome,  but  the  use  of  this 
term  ‘obesity’  requires  amplification.  It  is 
true  that  the  majority  of  patients  gave  a 
history  if  impressive  weight  gain;  however, 
a certain  proportion  had  no  change  in  weight 
or  sustained  an  actual  loss.  In  each  instance, 
whatever  the  overall  change,  there  was  redis- 
tribution of  tissue  to  give  the  characteristic 
facial  and  truncal  obesity.  Only  one  patient 
of  the  present  series  complained  of  discom- 
fort in  relation  to  the  disposition  of  fat, 
hence  the  feature,  ‘painful  obesity,’  men- 
tioned in  Cushing’s  original  paper,  would 
seem  to  be  relatively  uncommon.  In  conjunc- 
tion with  the  rounding  of  the  face,  the  great 
majority  exhibited  reddening  or  a dusky 
cyanosis  about  the  head  and  neck.”  Abbie  i. 
Knowlton,  Bulletin  <>t  N.  Y.  Anulrnt  //  of 
Med.,  June  11)53,  p.  113. 

11.  “High  on  the  list  of  findings  stands 
hypertension,  and  in  general  this  was  marked 
by  impressively  high  diastolic  levels.  Consid- 
ering the  .severity  of  the  hypertension,  it  was 
remarkable  to  note  its  complete  reversibility 
in  patients  in  whom  remissions  occurred, 
this  held  true  even  though  blood  pressure 
had  been  elevated  for  years.  It  is  also  sur- 
prising that  fundoscopic  abnormalities  of 
note  were  described  in  only  five  of  the  thirty- 
four  patients  in  whom  the  eye-grounds  were 
examined.”  A.  1.  Know  lton,  tor.  rit.,  p.  1 I 1. 

12.  “Suppression  of  gonadal  function  was 
recorded  routinely  in  these  patients  with 
Cushing’s  syndrome  — impotence  in  men 
and  amenorrhea  or  at  least  oligomenorrhea 


in  women.  However,  gonadal  function  at 
times  is  surprisingly  normal.”  A.  1.  Knowl- 
ton, lor.  rit.,  p.  1 14. 

13.  “Kven  when  marked  suppression  of 
menstrual  function  existed,  virilization  was 
rarely  seen  and  this  distinguishes  the  Cush- 
ing group  from  patients  with  the  adreno- 
genital syndrome.  In  the  Columbia  series 
of  patients,  enlargement  of  the  clitoris  was 
noted  in  only  two  of  the  women  patients, 
and  in  none  was  the  body  configuration  or 
voice  masculine.  It  is  true  that  hirsutism 
developed  in  the  majority.  Although  this 
usually  included  the  appearance  in  the  women 
of  facial  hair  over  the  moustache  and  beard 
areas,  these  sites  were  rarely  the  only  ones 
involved.  More  commonly  the  entire  face 
was  covered  with  a fine  lanugo-like  hair 
including  not  only  the  upper  lip  and  chin 
but  also  the  cheeks  and  even  the  forehead. 
Similar  hair  frequently  covered  much  of  the 
body.”  A.  I.  Knowlton,  lor.  at.,  p.  III. 

I I.  “Of  the  various  signs  associated  with 
the  syndrome,  certainly  the  occurrence  of 
purple  striae  is  the  most  useful  diagnosti- 
cally. While  stretched,  the  bright  red  or 
purple  type  are  peculiar  to  this  syndrome. 
Although  such  striae  were  found  in  the  ma- 
jority of  the  patients,  a significant  proport  ion 
remained  in  which  this  helpful  diagnostic 
sign  was  lacking.”  A.  I.  Knowlton,  lor.  rit., 
p.  I 15. 

1 5.  “Of  this  group  of  symptoms  and  signs, 
the  almost  universal  hypertension,  the  fre- 
quently abnormal  mental  reactions  and  the 
likelihood  of  pool-  wound  healing  or  of  un- 
usual infections  stand  out  as  the  three  most 
serious  and  as  real  threats  to  the  life  of  the 
patient  with  Cushing’s  syndrome.  Their  high 
incidence  in  the  spontaneously  occurring 
form  of  the  disease  suggests  that  similar 
difficulties  might  be  anticipated  in  patients 
under  prolonged  treatment  with  ACTII  or 
cortisone.  It.  is  fortunate  that,  during  such 
therapy,  hypertension  has  developed  with 
much  less  frequency  than  in  Cushing’s  syn- 
drome, and  has  been  limited  chiefly  to  pa- 
tients with  underlying  renal  disease.”  A.  I. 
Knowlton,  to<\  at.,  p.  1 l(». 

I<>.  “The  most  frequent  site  in  which  the 
lack  of  calcium  was  demonstrated  was  the 
spine,  in  7 1 per  cent  of  the  patients,  while 
the  skull  was  involved  somewhat  less  com- 
monly. In  a little  over  half  of  the  patients 
with  demineralization  of  the  spine,  compres- 
sion fractures  were  present  and  a small 
number  had  spontaneous  rib  fractures.  Un- 
fortunately these  bony  changes  arc*  not  con- 
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fined  to  the  spontaneously  occurring  forms  of 
hyperadrenalism,  as  was  initially  thought.” 
A.  I.  Knowlton,  loc.  cit.,  p.  448. 

17.  “Some  comfort  may  be  derived  from 
the  fact  that  such  lesions  have  not  been  seen 
in  patients  receiving  cortisone  in  the  doses 
commonly  employed  for  rheumatoid  arthritis 
unless  the  patient  was  post-menopausal  or 
bed-ridden.”  A.  I.  Knowlton,  loc.  cit.,  p.  448. 

18.  “With  respect  to  electrolytes,  the  pres- 
ent group  of  patients  had  normal  serum 
values  on  the  average,  and  only  a rare  indi- 
vidual demonstrated  the  low  potassium  and 
low  chlorides  associated  with  an  elevated 
carbon  dioxide  content  and  sodium  which 
has  been  associated  in  the  literature  with  the 
syndrome.”  A.  I.  Knowlton,  loc.  cit.,  p.  452. 

19.  “Of  the  nine  patients  proven  to  have 
tumors,  six  had  intravenous  pyelograms;  in 
only  half  of  these  was  the  presence  of  tumor 
indicated.  This  is  not  surprising  since  the 
majority  of  the  benign  ademonas  of  the 
adrenal  are  relatively  small,  and  would  not 
be  expected  to  disturb  the  normal  spacial 
relationships  in  the  adrenal  area.”  A.  I. 
Knowlton,  loc.  cit.,  p.  452. 

20.  “From  these  data  it  is  evident  that 
no  blanket  outline  for  treatment  of  Cushing’s 
Disease  can  be  made  but  that  the  approach 
to  therapy  must  vary  with  the  underlying 
pathology  present  in  the  individual  patient. 
In  every  work-up  there  should  be  investiga- 
tion to  rule  in  or  out  the  presence  of  a pitui- 
tary tumor.  It  is  extremely  rare  for  the 
basophilic  adenoma  to  give  local  symptoms 
or  signs,  i.e.,  restriction  of  the  visual  fields 
or  enlargement  of  the  sella,  but  since  a signi- 
ficant precentage  of  the  pituitary  tumors  in 
this  group  of  patients  may  be  mixed  cell 
type,  chromophobic,  or  even  eosinophilic, 
signs  of  local  expansion  should  be  searched 
for  and,  if  found,  treatment  would  logically 
be  directed  initially  to  the  pituitary.”  A.  I. 
Knowlton,  loc.  cit.,  p.  455. 

21.  “The  majority  of  patients  who  show 
a diuresis  after  cortisone  treatment  do  so 
two  or  three  days  after  cessation  of  therapy. 
Some  do  not  commence  to  diurese  until  the 
fifth  or  sixth  day.”  American  Practitioner , 
April,  1954,  p.  311. 

22.  “Sixty  to  70  per  cent  of  patients  with 
lipoid  nephrosis  or  nephrotic  state  of  glome- 
rular nephritis  reportedly  will  diurese  satis- 
factorily following  an  intensive  seven-to  ten- 
day  course  of  cortisone.”  American  Prac- 
titioner, April,  1954,  p.  311. 

23.  “None  of  the  present  anti-thyroid 
drugs  can  cure  hyperthyroidism  ; they  merely 


control  it  until  such  time  as  the  disease  dies 
out  of  its  own  accord.  This  may  take  only  a 
few  months  or  it  may  take  years;  and  in 
treating  hyperthyroidism  medically  the  qual- 
ity most  needed  — by  both  parties  — is 
patience.”  The  Lancet,  April  10,  1954,  p.  764. 

ARTHRITIS 

The  Modern  Treatment  of 
Rheumatoid  Arthritis 

Crain,  D.  C.,  et  al.,  Postgrad. 

Med.  8:228,  1950 

In  this  review,  the  authors  mention  Dolcin 
(calcium  succinate  and  aspirin)  and  Imdrin 
(calcium  succinate,  aspirin,  phenacetin,  and 
caffeine) . These  products  are  advertised  to 
the  public.  Dolcin,  evaluated  at  Georgetown 
Hospital  and  Presbyterian  Hospital,  New- 
ark, N.  J.,  was  no  more  effective  than  aspirin 
alone  in  treatment  of  rheumatoid  or  osteo- 
arthritis. “It  is  hoped  that  this  information 
will  be  disseminated  as  widely  as  possible, 
so  that  the  public  may  be  protected  from 
paying  $3.00  a bottle  for  a drug  whose  actual 
value  is  50  cents  worth  of  aspirin.” 
Georgetown  U.  Med.  Center 

Clinical  Clippings,  December  1950. 

PRISCOLINE 

The  Effects  Of  Intravenous  Priscoline  On 
Cerebral  Circulation  And  Metabolism 

Scheinberg,  P.,  et  al.,  J.  Clin.  Invest. 

32:125,  1953 

Priscoline  hydrochloride  has  been  widely 
employed  in  treatment  of  peripheral  and 
cerebral  vascular  disease.  Results  of  this 
investigation  do  not  offer  a satisfactory  ex- 
planation for  the  reported  beneficial  effects 
of  Priscoline  in  cerebral  vascular  disorders. 
Intravenous  administration  of  Priscoline 
caused  a slight  decrease  in  cerebral  blood 
flow,  a decrease  in  mean  arterial  pressure 
and  a decrease  in  arterial  CO2  content.  Pris- 
coline apparently  affects  cerebral  vessels  and 
peripheral  vessels  in  a different  manner. 

The  intra-arterial  administration  of  Priscoline  has  recently 
been  advocated.  Segall  and  Leivenstein  report  a case  of  pro- 
longed cardiac  pain  resembling  acute  myocardial  infarction  fol- 
lowing use  of  Priscoline  in  this  manner.  (New  England  J.  M. 
21,8:278 , 1953). 


Clinical  Clippings,  May,  1953. 
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The  Pituitary  - Adrenal  Axis* 

By  Leon  J.  Numainville,  Colonel,  MC,  — William  Beaumont 
Army  Hospital,  El  Paso 


This  term  more  adequately  defined  and 
more  specifically  considered  is  the  effect  of 
the  anterior  pituitary  on  the  adrenal  cortex, 
and  entails  the  mechanism  by  which  the  ad- 
enohypophysis regulates  the  adrenal  cortical 
activity  in  order  to  maintain  homeostasis. 
Homeostasis  is  a term  used  by  the  late 
Walter  Cannon  and  is  defined  as  the  ten- 
dency of  living  organisms  to  maintain  a 
steady  internal  equilibrium. 

An  understanding  of  the  general  features 
of  this  relationship  is  necessary  in  order  to 
provide  the  physiological  basis  for  the  cli- 
nical use  of  ACTH  and  to  a lesser  extent, 
Cortisone.  A description  of  a few  of  the  ex- 
periments in  endocrine  physiology  that  even- 
tually lead  to  the  development  of  this  concept 
should  instill  in  us  all  a great  appreciation 
for  the  research  physiologists  and  at  the 
same  time  provide  us  with  a background  for 
further  study  and  better  understanding  of 
the  subject. 

Lost  Ability 

The  observation  was  made  by  many  (phy- 
sicians) in  the  past  that  adrenalectomized 
animals  and  patients  with  Addison’s  disease 
have  lost  their  ability  to  deal  with  the  stres- 
ses, and  even  many  of  the  normal  variations, 
of  their  environment,  such  as  cold,  injury, 
infections,  and  emotional  upsets.  It  was 
found  that  in  reaction  to  stress  or  moderate 
physiologic  changes  the  adrenal  cortex  in- 
creased in  size  and  in  secretory  activity.  A 
number  of  experiments  were  done  in  order 
to  find  out  what  controls  the  adrenal  cortical 
size  and  what  factors  will  cause  the  rege- 
neration. Allen1  and  Smith2  found  that  hypo- 
physectomy  resulted  in  atrophy  of  the  adre- 
nal cortex  and  that  pituitary  transplants  not 
only  restored  the  function  and  size  of  the 
adrenal  cortex  but  also  relieved  the  objective 
signs  of  adrenal  deficiency.  A partial  se- 
paration of  ACTH  occurred  in  1933  by  Col- 
ly’s3 and  complete  isolation  about  1942  by  C. 
H.  Li4  and  Sayers5.  It  was  found  that  uni- 
lateral adrenalectomy  (Teppermann)  was 
followed  by  compensatory  enlargement  of 
the  remaining  adrenal  cortex,  which  could  be 
abolished  by  hypophysectomy  and  restored 
by  the  giving  of  pituitary  extract. 

Classical  Experiments 

In  1929  Dwight  J.  Ingle7  began  his  clas- 
sical group  of  experiments  that  eventually 

♦Presented  at  William  Beaumont  Army  Hospital  in  a course 
on  "Fundamentals  of  Internal  Medicine  and  Pediatrics,”  11  to 
15  February  1954. 


lead  to  the  clinical  use  of  the  anterior  pi- 
tuitary hormones.  His  group  found  that  a 
transplanted  (autogenous)  adrenal  cortex 
will  not  regenerate  in  the  presence  of  an 
intact  adrenal  gland.  He  also  noted  that 
cortical  tissue  did  not  regenerate  in  a uni- 
laterally enucleated  adrenal  gland  in  the  pre- 
sence of  an  intact  adrenal,  but  would  re- 
generate if  the  intact  gland  was  removed; 
however,  no  regeneration  would  occur  if  hy- 
pophysectomy were  performed.  At  the  same 
time  if  cortical  extract  in  large  amounts  were 
given  there  was  a greatly  reduced  regenera- 
tion. This  led  to  the  experimental  use  of 
large  doses  of  adrenal  cortical  extract  on 
the  normal  adrenal  gland.  Large  doses 
caused  cortical  atrophy  that  was  comparable 
to  that  produced,  but  not  as  severe  as,  by  hy- 
pophysectomy. This  same  adrenal  atrophy 
is  that  which  occurs  now  in  cases  treated 
with  Cortisone  and  it  is  for  this  reason  that 
ACTH  is  recommended  in  small  doses  for 
several  days,  following,  intensive  or  pro- 
longed cortisone  therapy ! 

Adrenal  Atrophy 

The  adrenal  atrophy  was  found  to  be  re- 
versible when  overdosage  was  discontinued. 
If  ACTH  was  given  at  the  same  time  as  the 
excess  adrenal  cortical  extract,  the  so-called 
compensatory  atrophy  was  prevented.  Stress 
hyperplasia  of  the  adrenal  cortex  experimen- 
tally produced  was  found  to  be  controlled  by 
large  doses  of  adrenal  cortical  extract.  In 
hypophysectomised  laboratory  animals  ad- 
renal cortical  atrophy  could  be  prevented 
when  large  doses  of  adrenal  cortical  extract 
were  given,  providing  ACTH  was  simultane- 
ously administered. 

Thus  it  was  demonstrated  that  the  anterior 
pituitary  through  the  medium  of  an  adreno- 
corticotropic hormone  (ACTH)  regulates 
the  production  of  the  adrenal  cortical  hor- 
mone, in  response  to  normal  physiological 
needs  and  to  the  varied  stresses  of  environ- 
ment, injury  and  disease. 

Outline 

The  following  outline  recapitulates  the 
phase  of  pituitary-adrenal  physiology  just 
outlined. 

I.  Recapitulation  of  Pituitary-Adrenal 
Physiology 

1.  Hypophysectomy y Atrophy  of 

adrenal  cortex. 
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2.  Hypophyseetomy,  followed  by  pitui- 
tary transplants--- ► return  of 

adrenal  cortex  to  normal. 

3.  Hypophyseetomy,  followed  by  pitui- 


tary extract  injections  y return 

of  adrenal  cortex  to  normal. 

4.  Adrenalectomy  (unilateral)  ► 

compensatory  hypertrophy. 

5.  Adrenalectomy  (unilateral)  + hypo- 


physectomy  y atrophy. 

6.  Adrenalectomy  (unilateral)  + hypo- 

physectomy  + pituitary  extract y 

adrenal  cortex  returns  to  normal  size. 

7.  Adrenal  cortical  transplant,  no  regen- 
eration or  growth  when  in ► 

tact  adrenal  gland  present. 

8.  Adrenal  cortical  enucleation,  no  re- 
generation or  growth  when y 

intact  adrenal  gland  present. 

9.  Regeneration  or  growth  when ► 

contralateral  adrenal  gland  removed 
or  subjected  to  cortical  enucleation. 

II.  Reeapit ulation  of  Pituitary- Adrenal 
Physiology 


10.  No  regeneration  or  growth  when y 

followed  by  hypophyseetomy. 

11.  No  regeneration  or  growth  when ► 


large  amounts  of  cortical  extract  given 

12.  Adrenal  atrophy  of  intact  gland 

when y large  amounts  of  cort- 

ical extract  given  (or  cortisone).  This 
is  reversible  atrophy  as  when  over- 
dosage of  A.C.E.  or  cortisone  stopped, 
gland  returns  (grows)  to  normal  size. 

13.  Adrenal  atrophy  prevented  even  when 
large  amounts  of  A.  C.  E.  given 

when — y adrenal  corticotrophic 

hormone  (ACTH)  given. 

14.  Stress  induced  hyperplasia  prevented 

when ► large  amounts  of  cort- 

ical extract  given. 

15.  Adrenal  atrophy  prevented  when y 

ACTH  given. 

Thus  demonstrating  the  adrenocortic- 
otrophic  hormone  (ACTH)  of  the  an- 
terior pituitary  gland  is  the  determi- 
nant of  adrenal  cortical  activity. 

The  question  of  in  what  way  or  manner 
does  the  anterior  pituitary  have  its  effect  on 
the  adrenal  cortex  is  not  generally  agreed 
upon.  That  it  does  regulate  the  adrenal 
cortex  is  accepted  by  all  endocrine  physio- 
logists. Agreement  has  not  been  reached  on 
the  number  of  pituitary  trophins  that  affect 
the  adrenal.  There  are  four  main  schools  of 
thought,  as  follows: 

1.  Multitrophin  theory 

2.  Dulatrophin  theory 

3.  Autonomy  theory 

4.  Unitarian  theory. 


A few  words  of  explanation  on  each  con- 
cept will  be  of  interest. 

The  multitrophin  idea  is  that  of  Hans 
Seye.8  He  believes  that  there  are  four  dis- 
tinct trophins  from  the  adenohypophysis. 

1.  Glucocorticotrophin  - — to  influence 
carbohydrate  metabolism. 

2.  Mineralocorticotrophin  — to  influence 
production  of  DCA-like  steroids. 

3.  Lipocorticotrophin  — to  influence  de- 
position of  fat  in  liver. 

4.  Testocortieotrophin  — to  influence 
production  of  androgens. 

Unequivocal  proof  of  this  concept  is  lack- 
ing; as  the  exact  nature  of  the  adrenal  cor- 
tical steroids  is  unknown,  much  conjecture 
exists. 

The  Dualtrophin  theory  of  Albright9  and 
his  workers  predicates  the  existance  of  two 
adrenal  hormones : 

“S”  or  sugar  hormone,  and 
“N”  or  androgen  hormone 

There  is  considerable  indirect  and  cir- 
cumstantial evidence  to  support  their  belief. 
However,  there  are  many  questions  and  ob- 
servations that  conflict  with  the  influence 
attributed  to  these  hormones. 

Autonomy  theory  sponsored  by  Greep10 
and  co-workers  implies  that  while  11,  17 
oxysteroids  are  secreted  due  to  pituitary  in- 
fluence, the  DCA-like  steroids  are  secreted 
by  the  glomerulosa  zone  of  the  adrenal  cortex 
without  pituitary  effect. 

The  Unitarian  theory  is  that  held  by  Sa- 
yers.11 He  considers  that  there  is  one  pitui- 
tary trophin  and  it  acts  upon  the  adrenal 
cortex  to  effect  the  production  of  a steroid 
or  steroid  mixture  which  effects  the  various 
metabolic  influences  attributed  to  the  adre- 
nal cortex.  This  concept  is  based  on  the  fact 
that  the  adrenocorticostrophic  hormone  (A- 
CTH)  is  the  only  substance  so  far  isolated 
that  has  a specific  stimulating  action  on  the 
adrenal  cortex.  This  one  hormone  when 
given  to  man  results  in  the  metabolic  chan- 
ges ascribed  to  the  adrenal  cortex. 

Unsettled  Question 

One  question  that  is  not  settled  is  whether 
there  is  one  adrenal  steroid  or  many,  and 
that  the  agents  causing  various  metabolic  ef- 
fects, for  example,  the  androgen  effect  (that 
is  manifested  by  acne  and  hirsutism)  may 
be  the  result  of  metabolic  degradation  of 
steroids  by  the  liver.  Suffice  to  say  that 
ACTH  stimulation  of  the  adrenal  cortex 
produces  all  these  effects,  the  11,  17  oxyst- 
eroid,  usually  manifested  by  diabetes  mel- 
litus,  lymphopenia  and  eosinepenia,  the  des- 
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oxycorticosterone  effect  which  is  salt  reten- 
tion and  the  androgen  effect  by  the  develop- 
ment of  acne  and  hirsutism,  also  increased 
urinary  excretion  of  corticoids  and  17-keto- 
steroids.  A corticoid  is  a substance  excreted 
in  the  urine  which  produces  biologic  effects 
resembling  those  of  the  known  crystalline 
adrenal  corticosteroids. 

What  are  the  chemical  changes  produced 
in  the  adrenal  cortex  by  ACTH  besides  the 
stimulation  of  corticosteroid  production? 

Wet  Weight 

The  wet  weight  of  the  adrenal  cortex  is  5 
percent  cholesterol.12  It  has  been  shown  that 
exogenous  ACTH  stimulation  or  increased 
secretion  due  to  stress  causes  a marked  fall 
in  the  adrenal  cholesterol.  There  is  also  some 
indirect  evidence  that  cholesterol  may  be  a 
precursor  of  the  adrenal  steroids.  Another 
finding  is  the  reduced  ascorbic  acid  content 
of  the  gland  following  stimulation.  Gemzell13 
has  shown  there  is  also  a turnover  of  phos- 
phorus metabolism  in  the  gland  following- 
stress. 

What  is  the  mechanism  that  controls  the 
release  of  ACTH  from  the  adenohypophysis? 
There  seems  to  be  several  theories  on  this 
and  more  than  likely  there  are  several  me- 
chanisms involved.  Briefly  sketched  the  first 
consideration  is  that  the  anterior  pituitary 
may  be  sensitive  to  the  circulating  level  of 
the  adrenal  cortical  hormone  or  to  the  me- 
tabolic products  of  the  corticosteroid ; in 
other  words,  a low  level  of  circulating  ACTH 
would  stimulate  the  anterior  pituitary  to 
release  more  ACTH  to  maintain  the  blood 
level  needed  to  maintain  homeostasis  in- 
cident to  the  degree  of  stress  or  increased 
physiologic  requirements.  It  seems  likely 
that  since  the  anterior  pituitary  is  sensitive 
to  some  metabolic  effect  or  product  that  is 
incident  to  ACTH  insufficiency,  the  exact 
factor  is  not  known. 

Second  Consideration 

Second  consideration  is  the  rapidity  with 
which  the  anterior  pituitary  responds  to  this 
stress  signal  sent  out  by  the  AC.  This  sug- 
gests a central  nervous  system  relationship. 
However,  against  this  is  the  fact  that  the 
stalk  or  infundibulum  can  be  sectioned, 
thereby  removing  all  nervous  connection  with 
the  anterior  pituitary  and  the  ACTH  be  li- 
berated in  response  to  stress  as  required. 
Considerable  experimentation  has  been  done 
on  laboratory  animals  and  the  conclusion 
reached  by  several  is  that  the  neural  control 
lies  in  the  hypothalamus  and  that  a humoral 
agent  activates  the  anterior  pituitary  to 
release  ACTH.  This  implies  that  the  nervous 


connection  to  the  anterior  pituitary  is  not 
necessary  for  ACTH  release  and  that  the  an- 
terior pituitary  is  sensitive  to  some  change 
in  fluid  concentration  that  reaches  it. 

The  third  consideration  is  that  stress  ac- 
tivates the  sympathetic  nervous  system  to 
release  epinephrine  and  that  the  epinephrine 
elicits  a release  of  ACTH  from  the  anterior 
pituitary.  These  last  two  considerations  seem 
more  logical  and  are  maintained  by  most 
endocrine  physiologists  until  a better  one 
comes  along. 

Mechanism  of  Control  of  Release  of  ACTH 
from  Anterior  Pituitary 

1.  Affected  by  circulating  level  of  adre- 
nal cortical  hormones  or  steroid 
products. 

2.  Central  nervous  system  control  from 

(a)  hypothalamus  nuclei 
( 1> ) higher  center 

3.  Epinephrine  release  from  adrenal  me- 
dulla or  humoral  (fluid)  agent  secret- 
ed by  hypothalamus. 

The  metabolic  effects  of  overdosage  in  a 
non-stress  circumstance  produces  signs  of 
hypercorticalism. 

What  are  the  metabolic  signs  of  hyper- 
corticalism ? 

1.  Tendency  to  negative  nitrogen  balance 

2.  Increased  excretion  of  urinary  potas- 
sium. 

3.  Tendency  to  hyperglycemia. 

4.  Tendency  to  insulin  resistance. 

5.  Retention  of  sodium  and  water. 

6.  Retardation  of  wound  healing. 

7.  Regression  of  lymphoid  tissue  activity 

8.  Lowered  resistance  to  infection. 

The  hormonal  effects  mainly  are  the  fol- 
lowing : 

1.  Rounding  of  the  face 

2.  Hirsutism 

3.  Acne 

4.  Striae 

5.  Amenorrhea 

6.  Muscular  weakness  — asthenia 

There  is  one  concept  of  hypercorticalism 
that  has  been  suspected  by  many  but  lacks 
definite  proof.  It  is  that  in  conditions  of 
severe  uncompensated  stress  the  continuous 
outpouring  of  ACTH  and  stimulation  of  the 
adrenal  cortex  may  cause  pathologic  changes 
that  result  in  death,  e.g.,  in  such  conditions 
as  burns,  fulminating  infections,  the  hemor- 
rhagic adrenal  of  Waterhouse-Friderichsen 
syndrome. 

There  are  certain  diseases  that  cannot 
develop  in  the  absence  of  an  intact  pituitary 
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adrenal  cortex  axis,  as  diabetes  mellitus  and 
hypertension.  Gordon14  believes  that  the 
adrenal  cortical  hormones  may  play  a part 
in  the  etiology  of  diabetes  mellitus.  The  in- 
creased secretary  activity  of  the  adrenal 
cortices  during  stress  tends  to  maintain  ho- 
meostasis rather  than  to  cause  hypercortica- 
lism.  But  with  hypercorticalism  there  may 
be  changes  in  the  target  organ  that  may 
support  the  manifestation  of  damage.  It  is 
well  known  that  ACTH  elicits  its  greatest 
effect  on  secretary  activity  of  the  adrenal 
cortex  when  given  by  continuous  infection, 
so  that  even  a small  dose  therapeutically 
produces  the  same  effect  as  single  injections 
of  the  same  dosage  every  six  hours  would 
effect.  Whether  this  is  wise  or  not  will  await 
further  clinical  trial. 

Adrenal  Cortex 

The  adrenal  cortex  is  considered  to  be  in- 
volved in  many  metabolic  reactions  which 
are  beyond  the  scope  of  these  papers,  to 
mention  just  a few  as: 

(a)  Estrogens  have  no  diabetogenic 

j ' effect  in  the  absence  of  cortical 

hormones. 

(b)  Large  doses  of  estrogens  to  in- 
hibit hair  growth  if  large  doses 
of  adrenal  cortical  extract  are 
given  at  the  same  time.  It  has 
been  shown  many  times  that  hair 
growth  is  accelerated  following 
adrenalectomy  in  laboratory  ani- 
mals. 

(c)  The  increased  nitrogen  excretion 
following  post  stress  conditions 
requires  adrenal  cortical  hormo- 
nes for  its  production.  There  are 
many  many  others. 

In  closing  there  is  one  axiom  that  should 
be  borne  in  mind  relative  to  hypercorticalism 
that  “need”  has  to  be  balanced  against 
“quantity  secreted” ; an  amount  that  would 
be  productive  of  hypercorticalism  in  the  ab- 
sence of  stress,  might  be  woefully  inadequate 
under  conditions  of  stress  and  thus  not  cause 
hypercorticalism. 

Summary 

1.  The  anterior  pituitary  through  its  ad- 
enocroticotrophic  hormone  (ACTH) 
regulates  the  secretary  activity  of  the 
adrenal  cortex. 

2.  Only  one  ACTH  principle  has  been 
isolated,  although  the  existence  of 
others  is  possible.  It  has  been  isolated 
as  a crystalline  protein  which  acts  as 
a single  substance. 

3.  During  periods  of  stress  the  adeno- 
hypophysis is  sensitive  to  the  needs  of 


the  organism  for  additional  adrenal 
cortical  hormones  and  releases  ACTH 
in  increased  amounts. 

4.  When  excess  exogenous  adrenal  cor- 
tical hormones  are  given: 

(a)  The  anterior  pituitary  secretes 
less  ACTH. 

(b)  The  adrenal  cortex  atrophies. 

5.  The  anterior  pituitary  is  regulated 
partially  by  factors  transmitted  to  it 
through  the  blood  stream,  whether 
this  is: 

(a)  Level  of  cortical  hormones. 

(b)  Metabolic  products  of  the  cor- 
tical steroids. 

(c)  Hypothalamus  effect  through 
nervous  or  neuro-humoral  in- 
fluence. 

(d)  Epinephrine  release  of  ACTH  is 
not  definitely  known. 

6.  The  hormones  of  the  adrenal  cortex 
are  essential  to  many  metabolic  pro- 
cesses and  in  particular,  the  meta- 
bolic responses  to  stress  — to  maintain 
homeostasis. 
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THE  huge  circus  tent  above,  covering  the  street  in  front  of  the  San  Francisco  Auditorium, 
was  needed  to  house  some  of  the  exhibits  at  the  AMA  meeting  this  year  to  which 
42,000  people  flocked.  To  physicians,  as  usual, “The  Greatest  Show  on  Eartr  was  t e 
Scientific  Exhibit  section  under  the  dtrection  of  Dr.  Thomas  G.  Hull  and  the  Comm.ttee  on  Sc.enttfic 
Exhibit,  of  which  Dr.  L.  W.  Larson,  Bismarck,  N.D.,  was  chairman.  More  than  200  exhibits  co 
phases  of  21  different  medical  specialties.  Here,  especially  prepared  for  readers  of  this  magazi  , 
js_an  eight-page_picture^^pornhowing_soi^^o£^£_21iiilan^^n^  exh^ts’ 


WINNER  of  the  Scientific  Exhibit’s  highest  honor — the  Hektoen  Gold  Medal  for  originality 
and  excellence  of  presentation  of  investigations — was  exhibit  on  “Aneurysms  and  Thrombo- 
Obliterative  Disease  of  the  Aorta:  Surgical  Considerations,”  by  Drs.  Michael  E.  DeBakey,  Den- 
ton A.  Cooley,  and  Oscar  Creech,  Jr.,  VA,  Methodist,  and  Jefferson  Davis  Hospitals,  and  Baylor 
University  College  of  Medicine,  Houston,  Tex.  Below:  Dr.  William  F.  Mengert  (1.),  Dallas,  Tex., 
chairman  of  awards  committee,  presents  certificate  to  Drs.  DeBakey  (center)  and  Cooley.  Suc- 
cessful replacement  of  clotted  or  damaged  areas  of  arteries  through  grafting  was  reported  in  the 
exhibit.  Aortic  bifurcation  homograft  is  shown  in  large  picture. 
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CONCLUSIONS 

ELECTROPHORESIS  is  most  valuable 
in  the  diagnosis  of  disease  with 
ALTERED  SERUM  GLOBULIN  PATTERNS 


EXHIBIT  on  “Paper  Electrophoresis  in  Clinical  Diagnosis” 

won  Hektoen  Silver  Medal  for  Drs.  Gerald  R.  Cooper  (center), 
and  Emanuel  E.  Mandel,  Communicable  Disease  Center,  U.S.  Public 
Health  Service,  and  Emory  University  School  of  Medicine,  Atlanta, 

Ga.  Characteristic  patterns  and  results  obtained  with  paper  electrophoresis 
in  a general  hospital  population  were  presented.  Paper  electrophoresis 
permits  multiple  simultaneous  determinations  of  protein  content  of  body 
fluids  by  means  of  a relatively  simple,  inexpensive  apparatus. 

Combination  of  this  apparatus  with  automatic  scanning  and  recording  equip- 
ment has  been  developed  into  a practical  and  time-saving  clinical  tool. 

Drs.  Hull  (1.)  and  Mengert  (r.)  present  award  to  Dr.  Cooper. 


Honorable  THention 


THE  SCIENTIFIC  EXHIBIT 
AMERICAN  MEDICAL  ASSOCIATION 
SAN  FRANCISCO  - 1954 


9 S‘  AS  A FUNCTION  OF  AGE: 


A . | , a ® U ) end,  as  the  adsorbing  agent,  the 

organism  L loidunanufATCC  -479?)  (UL)  ' “ 

••••••  SCHEMA  •••••• 


AGE  makes  a considerable  difference  in  the  amour 
. of  vitamin  B12  retained,  it  was  shown  in  displa 
on  “Vitamin  B,2  and  Aging,”  by  Dr.  Bacon  F.  Chovi 
Johns  Hopkins  University,  Baltimore.  A larger  portioi 
of  B|2  injected  intramuscularly  is  retained  by  the  ol< 
than  by  the  young.  The  gastric  juice  of  older  person; 
without  achlorhydria  contained  a smaller  amount  o 
B,o  binding  substance  than  similar  specimens  obtainei 
from  young  people.  The  mean  B12  serum  level  of  th 
young  was  significantly  higher  than  that  of  the  old 
Young  subjects  given  1.0  mg.  of  B12  orally  showed  : 
marked  elevation  in  blood  level,  while  only  two  ou 
of  seven  old  subjects  showed  an  increase.  The  greate: 
retention  of  parenterally  administered  vitamin  Bj 
and  lower  serum  B]2  levels  of  the  aged  may  be  due  ti 
desaturation  of  tissue  vitamin  B12. 
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AND  AGING 
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NUMBER  OF  SUBJECTS 
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i . Bound 

■ N in  18  Young 
l Old  Subjects 


VITAMIN  B12 
AND  AGING 


DECREASED  ABSORPTION  OF  Bu 
- ULTS  IN  TISSUE  DESATURATION.  THIS  IS  MANIFESTED  BY: 

!.  Smaller  excretion  of  parenterally  administered  Bu 

(see  below) 

2.  Lower  vitamin  B„  serum  level  of  the  old  individual 

(see  chart  5) 
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50  meg. 


4 4 

27.4  76A 


S 4 

29.4  77 J) 


_ TEST  DOSE 
20  meg. 
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VITAMIN  B12 

AND  AGING  _ !BCREASEINSEBUM 

LEVELS  OF  B „ FOLLOW 
MASSIVE  ORAL  DOSAGE.  AS  A FUNCTION  OF  AGL 


too 


% OF  SUBJ1 
SHOWING 
INCREASE 
150  fimeq. ; 


20 


Dose  1000 


NUMBER  OF  SUBJECTS  11  35 

AVERAGE  AGE  34  75 

Taking  a rise  of  150  fimcg.  as  a positive  response  to  a dose  of 
these  data  may  be  summarized  as  follows: 


SUBJECTS 

RESPONSE 

% POSITIVE 
RESPONSE 

POSITIVE 

NEGATIVE 

YOUNG 

10 

1 

91% 

OLD 

14 

21 

40% 

The  difference  with  age  is  statistically  significant  at  the  1 % level. 


VITAMIN  Biz 
AND  AGING 


VITAMIN  Bi2 
AND  AGING 


DECREASED  ABSORPTION  OF  B„ 
1ESULTS  IN  TISSUE  DESATURATION.  THIS  IS  MANIFESTED  BY: 


1.  Smaller  excretion  ol  parenterally  administered  B : 

(see  chart  4) 

2.  Lower  vitamin  B„  serum  level  of  the  old  individual 
(see  below) 


CONCLUSIONS 

1.  The  gastric  secretion  ol  old  individuals  has 
less  capacity  to  bind  vitamin  B13  than  does 
that  of  young  individuals. 
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•STANDARD  ERROR  OF  MEAN* 


% Old  subjects  respond  less  frequently  to  oral  ad- 
ministration of  vitamin  B12  than  do  young  indi- 
viduals  receiving  equivalent  dosage  (as  meas 
nred  by  an  increase  of  150  micromicrograms  per 
cc.  of  plasma). 


q 


i 


CONTROL  DIABETES 

To  better  resist  infection 

To  combot  hyperlipemia  - atherosclerosis 

: f POT  HYOiE UK 

Bathe  daily 

Keep  skin  soft  - oil  or  lonolin 
: SOCKS 

2 sizes  or  '/2  inch  longer  than  feet 
Avoid  binding  toes 

'}  SHOES 

V2  inch  space  beyond  toes 
Wide-to  permit  toe  movement 
and  ventilation. 

Army  lost  - great  Ooe  straight 
Change  shoes  daily 
Wear  new  shoes  one  hour 
Avoid  shoe  nails 
Do  not  walk  barefoot 

' AVOID  FOOT  INJURIES  AND 

INFECTIONS 

Trim  noils  straight  across  - not  too 
short -corner  outside  nail  fold 
No  hot  water  (or  chemical)  bottles 
No  electric  pads 
Avoid  strong  antiseptics. 

No  corn  plasters  and  no  paring  of  corns 
RELIEVE  PRESSURE  • SOFTEN  * TRIM  AS  IT  PROTRUDES 
Prevent  or  treat  calluses 
REMOVE  PRESSURE  • SOFTEN 
CALLUS  LEADS  TO  ULCER  - CELLULITIS. 


MOST  foot  complications  are  preventable  by  proper 
care  of  the  feet,  it  was  shown  in  the  exhibit  on 
“The  Conservative  Management  of  Diabetic  Foot  Com- 
plications,” by  Drs.  William  L.  Lowrie,  W.  E.  Redfern 
and  Brock  E.  Brush,  Henry  Ford  Hospital,  Detroit. 


Amputation  for  infection  or  gangrene  adds  stress  to 
the  opposite  foot.  By  controlling  infection,  antibiotics 
permit  a safe  trial  of  conservative  therapy.  Results 
have  been  very  encouraging.  Exhibit  won  certificate 
of  merit  in  general  practice  section. 


• An  artificial  heart-lung-kidney  machine  was  shown 
by  Drs.  P.  F.  Salisbury,  Andre  Rieben,  Bernard  Schatz, 
and  Michael  Kunec,  Institute  for  Medical  Research, 
Cedars  of  Lebanon  Hospital,  Los  Angeles.  Portable 
equipment  demonstrated  consisted  of  a double  cham- 
ber blood  pump  and  semiautomatic  oxygenator  capable 
of  handling  up  to  5,000  cc.  of  blood  a minute.  About  200 
to  300  cc.  of  this  flow  can  be  diverted  through  a dia- 
lyzer  unit  in  parallel  with  the  oxygenator. 


Award  Winners  Not  Pictured: 

FOUR  of  the  top  award  winners  have  not  been 
pictured  in  this  special  report  because  they 
contained  many  minute  details  difficult  to  bring 
out  in  photographs.  They  were: 


patients  with  cirrhosis  and  methods  of  determining 
pressures  obtained  by  hepatic  vein  catheterizations 
on  patients  with  cirrhosis. 


• “Fungous  Diseases,”  by  Drs.  Emma  S.  Moss,  Al- 
bert L.  McQuown,  and  Robert  S.  Cooke,  Charity 
Hospital  of  Louisiana  and  Louisiana  State  Univer- 
sity School  of  Medicine,  New  Orleans,  and  Our  Lady 
of  the  Lake  Sanitarium,  Baton  Rouge,  La.,  awarded 
the  Billings  Gold  Medal  for  excellence  of  correlat- 
ing facts  and  excellence  of  presentation.  It  showed 
in  superb  detail  information  on  clinical,  pathologi- 
cal, and  mycologic  characteristics  of  the  systemic 
and  superficial  fungous  diseases. 

• “Portal  Hypertension,”  by  Drs.  Donald  C.  Balfour, 
Jr.,  Telfer  B.  Reynolds,  William  P.  Mikkelsen,  Ar- 
thur C.  Pattison,  and  Milton  R.  Hales,  University  of 
Southern  California  School  of  Medicine  and  Los 
Angeles  County  Hospital,  winner  of  the  Billings 
Silver  Medal.  The  exhibit  showed  injected  livers  of 


• “Naval  Medical  Service  with  the  First  Marine 
Division  in  Korea,”  by  W.  W.  Ayres,  R.  N.  Grant, 
and  G.  C.  Beattie,  Bureau  of  Medicine  and  Surgery, 
Department  of  the  Navy,  Washington,  D.C.,  winner 
of  the  Billings  Bronze  Medal.  Arterial  homographs, 
open  flap  amputations,  and  evacuation  by  helicopter 
were  among  procedures  pictured. 

• “The  Melanocyte  Stimulating  Hormone,”  by  Drs. 
Aaron  Bunsen  Lerner,  Thomas  B.  Fitzpatrick, 
Kazuo  Shizume,  and  Howard  S.  Mason,  University 
of  Oregon  Medical  School,  Portland,  Ore.,  winner 
of  the  Hektoen  Bronze  Medal.  The  exhibit  demon- 
strated that  the  hormone  causes  darkening  of 
human  skin  as  well  as  that  of  frogs,  and  showed 
altered  pigmentation  in  Addison’s  disease,  panhy- 
popituitarism, and  pregnancy. 


HANDLING  FOOT  COMPLICATIONS 
OF  THE  DIABETIC 


EVALUATION 


'WALKING  CAPACITY, 
OF  SYMPTOMS. 


DEGREE 


TESTS 


• CAREFUL  CLINICAL  EXAMINATION 

Palpation  of  vessel  walls  and  pulses. 
Condition  of  skin  ond  subcutaneous 
tissues 

Relative  color  ond  warmth 

• RESULTS  OF  CONSERVATIVE 

REGIME. 


OTHER  AVAILABLE 

Occlusion  index 
Sympathetic  blocks 
Arteriography 


VGEMEWT 


mm 


ADEQUATE  INCISIONS  TOR  INFECTION 
ANTIBIOTICS. 

TRIAL  OF  CONSERVATIVE  MANAGEMEI 
DEBRIDEMENT. 

LOCAL  AMPUTATION. 

NO  TOURNIQUET  OR  TIGHT  DRESS!* 
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Ctrlificntc  of  lllctii 


j®  Above,  left:  Certificate  of  merit  in  the  radiology  section 
went  to  exhibit  on  “Resilient  Plastic  Replicas  of  Surgical 
Pathology  and  Their  Clinical  Application,”  by  Drs.  Clemmer 
M.  Peck,  Forrest  V.  Schumacher,  Aubrey  O.  Hampton,  Emer- 
gency Hospital,  Washington,  D.C.,  and  John  V.  Niiranen,  U.S. 
Navy,  Washington,  D.C.  Dr.  Peck  (center)  accepts  award 
from  Dr.  Mengert  and  Dr.  Hull.  Exhibit  explained  new 
method  of  reproducing  surgical  pathological  specimens  in 
resilient  plastic  and  demonstrated  clinical  application  with 
plastic  models. 

« Above,  right:  Dr.  Heron  Singher  (1.),  Ortho  Research 
Foundation,  Raritan,  N.J.,  and  Dr.  Edward  T.  Tyler  (r.),  Los 
Angeles  County  Harbor  General  Hospital,  accept  certificate 
of  merit  in  urology  section  for  exhibit  on  “Clinical  Features 
and  Chemical  Morphology  of  Semen  and  Some  of  Its  Vari- 
ations.” Findings  presented  included  results  of  studies  of 
about  3,000  semen  specimens  obtained  from  both  fertile  and 
infertile  persons. 

• Below,  left:  One  of  two  honorable  mention  certificates  in 
surgery  section  was  given  to  exhibit  on  “Operations  for 
Coronary  Artery  Disease,”  by  Dr.  Claude  S.  Beck  and  Dr. 
David  S.  Leighninger,  University  Hospitals,  Cleveland.  Dr. 
Leighninger  accepted  certificate.  Exhibit  showed  results  of 
operation  in  4,000  to  5,000  dogs  and  150  human  beings. 
Eighty-five  percent  of  patients  who  could  be  evaluated  had 
excellent  or  good  results. 

• Below,  right:  Drs.  Leo  G.  Rigler  (1.)  and  John  C.  Watson 
(center)  received  honorable  mention  in  radiology  section  for 
exhibit  on  a rapid  film-changing  device  for  conventional 
radiography.  They  demonstrated  a new  type  of  roll-film  cas- 
sette which  permits  very  rapid  film  changing  for  serial  exam- 
inations and  can  also  be  used  at  slow  speed  for  conventional 
radiography.  Cutting  mechanism  separates  each  film  at  the 
end  of  each  exposure.  Drs.  Rigler  and  Watson  are  from 
the  University  of  Minnesota  Hospitals,  Minneapolis. 


• Honorable  mention  for  miscellaneous  exhibits  was  award- 
ed to  exhibit,  “Breath  Sounds  on  Tape,”  by  Drs.  R.  J.  Ander- 
son and  Armand  E.  Brodeur,  U.S.  Public  Health  Service, 
Washington,  D.C.,  and  Dr.  William  B.  Walsh,  Georgetown 
University  Medical  School,  Washington,  D.C.,  Dr.  Walsh 
accepts  certificate  from  Drs.  Hull  and  Mengert.  Normal  and 
abnormal  breath  sounds  recorded  on  tape  were  played  back 
through  a stethoscope.  Recordings  were  accompanied  by 
x-ray  films.  Regional  medical  societies, 
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Diagnostic  and  Therapeutic  Advances  With  the 
Current  Medical  Isotopes 

By  Ernest  H.  Price,  M.  D.,  Phoenix 


The  following  discussion  was  initiated  by 
questions  most  commonly  asked  by  general 
practitioners  and  specialists  during  the  first 
six  months  of  an  isotope  program  in  the 
Phoenix  area.  It  is  an  attempt  to  furnish 
a basis  for  better  evaluation  of  the  utility 
and  limitations  of  the  now  accepted  medical 
isotopes  for  human  use  in  view  of  the  in- 
creasing availability  of  isotope  service 
throughout  the  Southwest. 

As  you  are  already  aware,  isotopes  show 
variations  in  the  type  of  radiations  emitted 
according  to  the  specific  element  involved, 
and  have  a wide  range  to  their  half  lives’ 
accordingly.  The  fact  that  isotopes  are  meta- 
bolized in  the  body  chemistry  similarly  to 
their  non-radioactive  elements  and  can  be 
detected  by  physical  instruments  such  as 
Geiger  and  Scintillation  detectors  in  amounts 
too  small  to  be  determined  by  the  usual  chem- 
ical methods,  allows  for  excellent  diagnostic 
test  in  selected  cases.  The  following  chart 
illustrates  the  present  three  most  common 
isotopes  administered  internally  at  the  pres- 
ent time.1*3 

What  standards  has  the  Atomic  Energy 
Commission  established  for  the  use  of  Medi- 
cal Isotopes?  Since  radioactive  isotopes  are 
potentially  hazardous  to  the  health  of  those 
who  handle  them  as  well  as  beneficial  under 
proper  circumstances,  special  training,  spe- 
cial facilities  and  techniques  are  required  in 
handling  and  using  them.  The  AEC  has  set 
up  the  following  major  criteria  and  allo- 
cation.1 

1.  Physicians  using  radioactive  materials 
must  be  associated  with  “A  Medical 
Research  Institute,  Hospital,  Clinic,  or 
other  organization  having  adequate 
facilities  for  handling  this  material.” 


Such  facilities  must  provide  clinical 
care  of  the  patient  and  adequate  means 
of  assaying,  safe  handling,  and  dispos- 
ing of  radioactive  materials. 

2.  Institutional  care  should  be  handled 
through  Clinical  “Isotope  Committee” 
to  evaluate  all  proposals  for  clinical 
use  of  material. 

3.  The  scientifically  trained  individual 
who  will  use  or  directly  supervise  the 
use  of  the  radioactive  materials  must 
be  an  accredited  physician. 

4.  The  physician  must  have  had  previous- 
ly clinical  experience  with  radiation, 
radioactive  materials  and  must  be  di- 
rectly collaborated  with  an  individual 
possessing  such  training  and  experi- 
ence. Recently,  the  requirements  for 
the  use  of  tracer  Iodine  131  have  been 
reduced  and  simplified  for  dosages  less 
than  50  microcuries. 

In  general  what  is  the  minimal  physical 
equipment  required  for  isotope  program? 
There  are  three  items.  (1)  The  “hot”  area 
equipped  for  handling  and  preparing  vary- 
ing quantities  of  isotopes.  (2)  Space  and  de- 
tection equipment  for  the  determination  of 
activity  of  specimens  and  uptake  measure- 
ment on  patients.  (3)  Adequate  facilities  for 
storage  of  radioactive  materials.  This  usually 
involves  a closed  hood  system  in  the  labora- 
tory with  a separate  vent  to  the  exterior  de- 
vices and  manipulators  for  remote  handling 
of  “hot”  materials  depending  upon  the  in- 
tensity. A constant  monitoring  and  survey 
program  such  as  by  use  of  film  badges 
among  the  personnel  engaged  in  the  work  is 
necessary.  More  recently,  the  use  of  Scintil- 
lation Ratemeter  has  simplified  and  in  some 
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instances  supplemented  the  monitoring  pro- 
gram. This  instrument  in  our  use  at  Memo- 
rial Hospital  and  Diagnostic  Laboratory  for 
the  past  six  months  has  shown  utility,  de- 
pendability and  versatility. 

Basal  Metabolic  Rate 

What  is  the  relation  of  Iodine  131  uptake 
studies  to  the  basal  metabolic  rate?  The 
B.M.R.  correlates  with  tracer  I 131  at  the 
high  and  low  end  of  the  range  but  not  well 
in  the  mid  values.  The  B.M.R.  may  be  ele- 
vated in  a number  of  metabolic  disturbances 
such  as  leukemia  and  lymphoma  and  yet 
tracer  studies  will  show  a normal  thyroid 
function.  Knowledge  of  true  thyroid  function 
is  most  important  in  the  infrequent  disease 
entity  of  pituitary  exophthalmos  where  re- 
moval of  the  thyroid  gland  is  contraindicated, 
but  too  frequently  done  before  the  pituitary 
etiology  is  discovered.  In  hundreds  of  sus- 
pected thyroid  cases  evaluated  by  B.  M.  R., 
protein  bound  iodides,  blood  cholesterol,  and 
iodine  131  tracer  studies,  it  has  been  noted 
that  the  protein  bound  iodides  and  iodine  131 
criteria  were  most  reliable  for  hyperthy- 
roidism, whereas,  the  cholesterol  and  iodine 
131  helped  most  in  the  diagnosis  of  hypo- 
thyroidism. Tracer  I 131  is  the  most  accu- 
rate single  test  of  thyroid  function  in  the 
properly  prepared  patient,  but  thyroid  func- 
tion is  most  accurately  tested  by  a battery 
of  the  following  tests.  (See  Figure  2). 

Cancer  Question 

Will  radioactive  iodine  131  produce  cancer 
in  the  human  thyroid?  There  is  some  debate 
on  this  point.  Direct  evidence  may  take  years 
to  obtain.  However,  indirectly  it  has  been 
noted  since  World  War  I by  a large  number 
of  radiologists  and  pathologists  that,  in  the 
treatment  of  hyperthyroidism  with  large 
doses  of  X-Ray  and  radium,  as  well  as  simi- 
lar therapy  in  cases  of  laryngeal  carcinoma, 
not  a single  bonafide  instance  of  induced 
malignancy  has  been  reported.7  It  is  felt 
that  the  use  of  radioactive  studies  should 
not  be  done  in  children  and  young  adults 
particularly  in  pregnancy,  unless  very  seri- 
ous indications  are  present.  As  an  added 
precaution,  for  example,  in  the  diagnosis 
localization  of  brain  tumors  with  iodinated 
human  serum  albumin  in  either  children  or 
adults,  thyroid  uptake  can  be  blocked  by  an 
anti-thyroid  drug  such  as  propyl-thiauracil  or 
tapizole,  or  by  prior  administration  of  lugol’s 
solutions.  Very  few  patients  under  35  years 
of  age  should  be  approved  for  therapeutic 
radioactive  iodine  dosages  above  50  microcu- 
ries unless  special  circumstances  are  present. 


Tracer  dosages  should  be  under  50  micro- 
curies for  adults  and  10  microcuries  for 
children.2 

Are  the  parathyroids  endangered  by  irra- 
diation from  iodine  131  administered  diag- 
nostically or  therapeutically?  Here  again  pre- 
vious irradiation  experience  does  not  justify 
concern.  The  beta  rays  from  the  isotope 
which  contributes  most  of  the  tissue  ioniza- 
tion are  able  to  penetrate  only  about  2 MM 
of  tissue  and  thus  the  parathyroids  have 
very  ample  protection  in  humans  since  the 
thyroid  capsule  is  4-5  mm.  thick.  In  small 
laboratory  animals  such  as  the  rat,  justified 
concern  over  parathyroid  dosage  may  be 
warranted.7 

What  is  the  range  of  iodine  131  uptake 
in  thyroid  disease?  The  48  hour  uptake  can 
be  measured  directly  by  Geiger-Mueller  or 
scintillation  readings  over  the  gland  and  in- 
directly by  the  amount  excreted  in  urine. 
Most  workers  find  the  normal  or  euthyroid 
patient  has  25  — 65  per  cent  uptake  with 
hyperthyroids  usually  above  75  per  cent, 
hypothyroids  below  25  per  cent  and  myxe- 
dema below  10  per  cent.  More  recently, 
improvements  in  scintillation  counters  and 
ratemeters  have  allowed  direct  gland  deter- 
minations in  as  short  as  6 hours.  (7-23  per 
cent)  and  24  hours  (12-35  per  cent)  by  either 
oral  or  intravenous  routes.  Equally  as  fasci- 
nating has  been  the  accuracy  of  scintillogram 
estimating  the  weight  of  the  patient’s  thyroid 
to  within  ten  per  cent  accuracy  and  thus 
improving  the  therapeutic  results.5  Is  acute 
thyroiditis  benefitted  by  Iodine  131?  A 
limited  series  of  cases  suggests  that  the 
uptake  is  less  than  normal  and  the  proper 
use  of  Roentgen  therapy  or  other  measures 
would  be  preferred  in  Iodine  131. 8 

Tliyrocardiac  Cases 

What  results  can  be  expected  in  thyro- 
cardiac  cases  with  radioiodine?  Analysis  of 
47  cases  by  Harvard  group  suggests  that  not 
one  was  made  worse  by  the  therapy  and  that 
abnormal  cardiac  rhythms  not  related  to 
occlusional  disease  reverted  to  normal  with- 
out using  quinidine,  with  excellent  results.9 

Will  Iodine  control  hyperthyroidism  as 
effectively  as  surgery?  The  available  reports 
suggest  that  it  can.  (89  per  cent  remission, 
10  per  cent  hypothyroidism,  1 per  cent  my- 
xedema).10 But  the  role  of  isotope  therapy 
at  the  present  should  probably  be  secondary. 
Thyroid  crisis  has  been  reported  in  one  case 
with  radioiodine  therapy  but  is  considered  to 
be  far  less  likely  with  this  form  of  treatment 
than  with  surgery.  The  best  indications 
appear  to  be  those  cases  where  there  is 
(1)  return  of  symptoms  from  incomplete 
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Figure  2 

RELATIVE  VALUE  OF  LABORATORY  TESTS  IN  THE 
DIAGNOSIS  OF  THYROID  DISEASE 
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removal  of  gland  by  one  or  more  surgical 
attempts,  (2)  abnormal  surgical  risks  such 
as  the  non-thyrocardiac  patients,  (3)  im- 
pending thyroid  crises,  (4)  some  of  the  prop- 
erly prepared  cases  shown  to  have  agranulo- 
cytic complications  from  the  anti-thyroid 
drugs,  (5)  lingual  thyroid  producing  symp- 
toms and  ( 6 ) selected  cases  of  substernal  and 
mediastinal  thyroid  disease. 

Nodular  Goiter 

A patient  with  a nodular  goiter  asked  if 
she  can  be  helped  by  Iodine  131.  What  is 
the  attitude  of  most  clinicians  in  respect  to 
this  problem?  Briefly,  all  toxic  nodular  goi- 
ters should  have  surgical  thyroidectomy,  but 
this  should  be  preceded  a few  days  by  a tracer 
study  to  obtain  an  autoradiograph  made  by 
exposing  a 3-5  micra  thick  tissue  sections  of 
histology  slides  to  film  under  proper  condi- 
tions. Only  about  15-30  per  cent  of  thyroid 
carcinomas,  usually  the  alveolar,  follicular 
or  well-differentiated  types  have  tissue  af- 
finity for  radioiodine,  but  British  workers 
reviewing  some  300  cases  of  autoradiograph 
studies  in  thyroid  cancer  show  that  our 
previous  ideas,  as  judged  from  histological 
types,  are  definitely  unreliable  when  applied 
to  an  individual  case.12 

Do  metastatic  thyroid  carcinoma  sites 
always  behave  as  the  primary  lesion  did? 
No,  and  the  same  patient  may  have  different 
responses  with  passage  of  months  of  the  dis- 
ease process.  This  finding  can  be  attributed 
to  the  autoradiograph  technique.  Metastatic 
thyroid  carcinoma  sites  may  grow  quite 
rapidly  after  thyroidectomy  and  may  sud- 
denly accelerate  and  even  produce  thyrotox- 
oxosis.13  Sudden  withdrawal  of  anti-thyroid 
drug  may  cause  reluctant  metastasis  to  pick 
up  radioiodine.  Non-toxic  nodular  goiters 
have  decreased  and  nearly  disappeared  in 
some  instances,  but  it  is  felt  that  Iodine  131 
should  be  reserved  for  only  those  cases  that 
refuse  surgery  or  again  where  surgery  is 
contraindicated.  Tracer  studies  before  sur- 
gery for  the  non-toxic  nodular  goiter  will 
allow  an  autoradiograph  on  the  unstained 
tissue  section  to  be  made  and  will  tell  if  the 
tumor  tissue  has  an  affinity  for  Iodine  131 
at  that  time. 

Radioiodine 

Does  radioiodine  hold  any  benefit  for  the 
patient  who  had  a thyroidectomy  for  cancer 
several  years  ago  and  is  now  asymptomatic? 
These  cases  may  be  worthy  of  tracer  studies 
every  year  or  two  in  an  attempt  to  detect 
a “silent  metastasis”  which  is  very  common 


for  thyroid  carcinoma.  One  is  surprised  to 
find  multiple  sites  of  metastasis  in  a patient 
who  has  only  a few  aches  and  pain  and  for 
whom  the  original  few  MM’s  sections  of  pri- 
mary tissue  microscopically  examined  failed 
to  show  invasion.  Occasionally,  one  finds  a 
case  of  “benign  metastastizing  struma”  which 
has  had  thyroidectomy,  neck  dissection  and 
X-Ray  therapy  and  years  later  develops 
hyperthyroidism  from  the  metastasis.  The 
author  had  the  privilege  of  seeing  such  a 
patient  recently  where  the  neck  surgery  and 
tissue  diagnosis  of  thyroid  carcinoma  was 
made  in  1926  when  she  was  age  19.  The  pa- 
tient within  a few  years  developed  recurrence 
of  her  toxic  thyroid  state,  exophthalmos,  and 
finally  developed  headaches  and  neurological 
symptoms  of  bizarre  character  24  years  later 
at  age  43.  X-Ray  therapy  gave  marked  re- 
lief from  some  of  her  symptoms.  At  age  45 
an  Iodine  tracer  showed  wide  spread  bony 
metastasis  and  an  intracranial  foci  of  uptake 
most  likely  considered  to  be  brain  metastasis. 
Urinary  excretion  studies  for  I 131  sug- 
gested 60  — 70  per  cent  retention  in  the 
metastatic  sites.  Therapeutic  dosage  of  the 
isotope  in  this  case  was  two-fold  indicated. 

Metastatic  Lesions 

Will  radioiodine  cure  cancer  of  the  thy- 
roid in  those  cases  where  the  metastatic 
lesions  show  appreciable  uptake  ? To  date  the 
limited  data  at  hand  suggests  that  palliation 
only  is  achieved.  Autopsy  studies  at  Armed 
Forces  Institute  of  Pathology  in  Washington, 
D.  C.,  from  the  two  spectular  cases  written 
up  in  Collier's  and  American  magazines  about 
1946,  suggest  that  tumor  tissue  was  still 
present  despite  palliation  described  as  “death 
bed  recovery,”  and  useful  life  for  five  to 
eight  years  following  the  radioisotope  treat- 
ment.14 

Radioiodine  has  been  shown  by  Corrigan 
and  others  to  be  of  diagnostic  help  in  cases 
of  abdominal  drainage  following  trauma  or 
surgery  in  which  the  question  of  relation  of 
a fistula  to  the  GI  tract  might  involve  addi- 
tional or  inappropriate  exploration  of  the 
abdomen.15  When  charcoal  and  special  X-Ray 
techniques  were  inconclusive,  orally  admin- 
istered I 131  shows  reliable  information.  The 
same  author  has  also  outlined  several  points1 
where  tracer  studies  can  be  misleading  to 
less  experienced  interpreter  of  the  isotope 
data,  such  as  mistaking  urinary  concentra- 
tion in  hydronephrosis  kidney  for  a tumor 
lesion,  etc.16  Recently,  the  Washington  Uni- 
versity group,  using  isotope  technique  and 
70  per  cent  urokon,  have  achieved  perfect 
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timing  of  aortograms  and  peripheral  vas- 
cular studies,  with  satisfactory  visualization 
by  the  anti-cubital  venous  injection  route.17 

Body  Tumors 

Can  isotopes  help  in  location  of  other  body 
tumors  other  than  thyroid  cancer?  Radio- 
active iodine  can  also  be  used  as  a compound 
of  diiodioflourescein  or  one  molecule  added 
to  about  60,000  human  serum  albumin  mole- 
cules and  injected  into  the  blood  stream  as 
iodinated  human  serum  albumin  for  the  loca- 
tion of  body  tumors,  either  in  the  brain  and 
spinal  cord  or  metastatic  disease,  such  as  in 
the  liver  and  viscera.18’ 19  Several  authors  re- 
port localization  accuracy  in  patients  ap- 
proaching 95  per  cent,  particularly  with 
brain  and  cord  tumors.  In  our  four  cases 
of  intracranial  localized  lesions  to  date  the 
lesion  area  has  been  rather  sharply  outlined 
by  the  I.  H.  S.  A.  and  Scintillation  ratemeter 
technique.  Localized  areas  of  brain  edema, 
such  as  in  Arnold-Charri  — syndrome  cannot 
be  distinguished  from  brain  tumor,  however. 

A recent  series  of  113  cases  to  detect 
metastatic  hepatic  disease  showed  a high  de- 
gree of  correlation  with  surgical  and  autopsy 
findings.20  Iodinated  human  serum  albumin 
has  also  been  used  for  determining  pan- 
creatic function  by  checking  the  split  iodine 
131  in  the  urine  following  oral  administra- 
tion.21 This  test  shows  promise  of  giving  an 
important  new  tool  in  research  in  the  field 
of  pancreatic  disease. 

Blood  Studies 

It  is  felt  that  most  of  the  blood  volume 
studies  at  the  present  time  are  still  in  the 
experimental  phase,  but  may  be  practical 
for  future  clinical  use.  The  safety  factor 
with  iodinated  human  serum  albumin  is  such 
that  the  plasma  or  blood  volume  tests  can  be 
made  and  repeated  in  the  same  patient  over 
a number  of  days  particularly  employing 
the  newer  Scintillation  methods.22  Buerger’s 
disease  and  peripheral  vascular  studies  in 
respect  to  smoking  have  been  easily  and  dra- 
matically evaluated  by  the  above  technique. 

The  second  most  important  internally  ad- 
ministered radioisotope  is  probably  Gold  198. 
It  has  rapidly  come  to  the  foreground  in  the 
past  year,  although  it  is  a newer  member  of 
the  medical  isotope  family  than  Phosphorus 
32.  The  earliest  use  of  Gold  198  was  chiefly 
limited  (1)  to  injection  into  the  pleural  space 
when  there  was  a large  amount  of  pleural 
effusion  requiring  frequent  tappings  such  as 
in  metastatic  carcinoma  or  primary  Mesothe- 
lioma,23 (2)  severe  ascites  due  to  metastatic 
malignant  disease,  particularly  carcinoma  of 


the  ovary,  24  (3)  prophylactic  use  following 
resection  of  any  abdominal  tumors  for  which 
transplantation  to  the  peritoneal  surfaces 
were  reasonably  expected.24  The  University 
of  Iowa  group  has  established  a very  inter- 
esting series  of  prostate  carcinomas  treated 
by  millicure  of  colloidal  Gold  per  estimated 
cc.  of  prostatic  tissue  and  achieving  65,000 
equivalent  roentgens  of  Beta  dosage  plus 
6,000-7,000  of  Gamma  Roentgens.25  The  earli- 
er complication  of  rectal  irritation  accom- 
panying such  therapy  now  appears  to  be 
reduced  to  infrequent.  Colloidal  AU  198  in- 
jected into  the  parametria  of  cervical  carci- 
noma cases  in  millicuries  dosage  at  the  Wash- 
ington U.  Hospitals  and  followed  by  hyste- 
rectomies and  more  studies  shows  that  often 
the  parametrium  is  receiving  75,000  equi- 
valent roentgens  at  the  injection  site  from 
the  Beta  and  the  entire  pelvic  contents  re- 
ceives 2000-3000  Gamma  Roentgens.26' 27  The 
hypogastric  and  obturator  nodes  have  shown 
to  receive  between  25,000  and  75,000  Rep’s 
from  AU  198  by  lymphatic  perimeation  out 
of  the  perimetrium.  The  complications  have 
been  minimal  and  the  patient’s  complaints 
have  been  summarized  as  “moderate  discom- 
forts in  the  pelvis.’’ 

Parametrical  Injection 

Is  it  possible  in  a few  years  that  the  para- 
metrical injection  of  AU  198  will  replace 
external  irradiation  therapy  as  now  employed 
in  adjunct  to  radium  in  cancer  of  the  cervix? 
Probably  not,  although  the  isotope  applied 
primary  tumor  and  lymphatic  nodal  dosages 
are  five  to  ten  times  higher  than  by  external 
X-Ray  route.  Since  the  Gold  decays  to  very 
slightly  toxic  mercury  198  the  build  up  of 
this  element  may  limit  the  total  amount  of 
AU  198  which  can  be  administered  for  any 
one  patient. 

Tumor  injection  of  AU  198,  however, 
represents  a major  problem  from  its  pro- 
tection standpoint  and  added  precautions 
are  needed.28  Supervision  by  an  isotope  — 
trained  radiologist  or  physician  is  paramount 
to  check  whole  body  radiation  values  and  for 
the  accidents  of  contamination,  both  for  the 
benefit  of  the  administering  physician  and 
the  patient. 

Phosphorus  32 

Phosphorus  32  is  now  fairly  well  estab- 
lished as  the  third  most  frequently  used  iso- 
tope and  has  been  used  for  nearly  ten  years 
in  the  treatment  of  polycythemia  vera  and 
is  gaining  in  favor  with  some  for  the  treat- 
ment of  chronic  myelogenous  leukemia.  A 
Mayo  report  on  polycythemia  vera  suggests 
that  vascular  accidents  are  definitely  de- 
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creased  in  a P32  treated  series  as  compared 
with  a control  group.29  In  1907  Blumenthal 
noted  that  leukemia  frequently  develops  in 
the  natural  course  of  the  untreated  disease 
and  the  so-called  increase  of  leukemia  in  poly- 
cythemia principally  reflects  the  greater 
longevity  of  the  treated  polycythemia  cases. 

Recently  Schwartz  and  L.  Ehrlich31  criti- 
cally reviewed  the  literature  involving  83 
reported  cases  of  co-existence  of  polycythe- 
mia vera  and  leukemia.  These  authors  feel 
irradiation  therapy  definitely  plays  a role 
in  the  occurrence  of  leukemia  in  polycythe- 
mia cases.  However,  the  chances  for  vas- 
cular accidents  in  polycythemia  if  not  con- 
trolecl  by  venesection  therapy  is  about  five 
or  ten  times  the  risk  of  a subsequent  delayed 
appearing  leukemia. 

Tracer  Techniques 

The  entire  field  of  experimental  medicine 
is  now  aglow  with  tracer  techniques  attempt- 
ing to  discover  physiological  secrets,  for  ex- 
ample, the  synthesis  of  Cholesterol  and  a 
wealth  of  data  regarding  proteins  and  the 
enzymatic  systems.30  Drugs  are  being  checked 
with  tagged  elements  and  are  being  quantita- 
tively studied  in  many  instances  in  minute 
amounts  which  defy  ordinary  chemical  de- 
tections. The  clinical  group  of  the  internally 
administered  medical  isotopes,  Iodine  131, 
AU  198  and  P32  have  advanced  to  their  posi- 
tion during  the  past  ten  years.  During  the 
coming  ten  years  not  only  will  new  members 
be  added  but  further  physiological  tests  and 
functions  for  the  present  ones  will  be  estab- 
lished. 

Improvements  in  instrumentation  and 
technique  are  afforded  in  our  experience  by 
the  new  Scintillation  ratemeter  without  re- 
quiring the  constant  availability  of  an  elec- 
tronics team  formerly  required  by  Scintilla- 
tion equipment.  This  gives  the  medical  Iso- 
topologist an  instrument  one-hundred  times 
as  sensitive  as  the  standard  Geiger-Mueller 
tube  but  as  portable  and  convenient  as  the 
physician’s  handbag. 

Summary 

A brief  discussion  has  been  presented  of 
some  of  the  most  frequently  asked  questions 
regarding  the  diagnosis  and  therapeutic  ad- 
vances with  the  three  current  most  common 
internally  administered  isotopes  (Iodine  131, 
Gold  198,  and  Phosphorus  32)  as  might  be 
asked  by  the  general  practitioner,  surgeon, 
or  specialist.  The  uses  for  selected  cases  are 
numerous,  but  the  evaluation  may  be  intri- 
cate. Aided  by  a rapid,  accurate  precision 


instrumentation  known  as  Scintillation  Rate- 
meter,  clinical  examples  of  isotope  technique 
are  given  and  illustrated. 
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LABORATORY  METHODS 

A Study  of  the  Erythrocyte  Sedimentation 
Rate  For  Well  Children 

H oiling er,  N.  F.  & Robinson,  S.  J.,  J.  Pediat. 
U2:30U,  1953 

The  normal  ESR  for  children  4 to  15  years 
old  is  0 to  20  mm. /hr.  (Wintrobe  method) 
but  5 to  10  per  cent  of  all  apparently  well 
children  may  have  rates  exceeding  20 
mm. /hr.  Children  in  the  age  group  4 to  11 
years  tend  to  have  higher  sedimentation  rates 
(12  mm. /hr.)  than  children  12  to  15  years 
of  age  (7.5  mm. /hr.)  Hour  readings  for  the 
Wintrobe  method  will  vary  as  much  as  5 mm. 
and  the  accuracy  of  a single  report  must  be 
interpreted  with  this  variable  in  mind. 

U.  Californio. i 

Clinical  Clippings,  May,  1953. 
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Monthly  Clinical  Pathological  Conference 
El  Paso  General  Hospital 
July  15,  1954 

Frederick  P.  Bornstein,  M.  D.,  Editor  — Case  No.  A-269 
Presentation  of  Case  By  Dr.  Charles  P.  C.  Logsdon 


Seventy-one  year  old  Latin  American  male 
was  admitted  to  El  Paso  General  Hospital 
on  3-19-54  with  “asthma.” 

Patient  gave  a history  of  being  in  the 
hospital  in  California  in  October,  1953,  with 
a “heart  attack.”  He  came  to  El  Paso  on 
3-14-54  and  12  hours  prior  to  admission  he 
developed  substernal  discomfort  with  pro- 
gressive dyspnea  which  brought  him  to  the 
hospital. 

On  admission  he  was  described  as  acutely 
ill  with  marked  dyspnea,  orthopnea,  and  anx- 
iety. The  blood  pressure  was  110/?,  pulse  was 
120,  regular,  and  there  were  found  wet  and 
dry  inspiratory  and  expiratory  rales.  Heart 
sounds  could  not  be  appreciated  because  of 
the  asthmatic  breath  sounds.  Patient  was 
admitted  with  a diagnosis  of  myocardial 
infarction  and  pulmonary  edema.  He  was 
rapidly  digitalized  with  Cedilanid  and  showed 
immediate  improvement.  He  was  then 
changed  to  Digitoxin. 

Patient  expectorated  some  fresh  blood  and 
X-Ray  taken  on  3-22-54  showed  a partial 
atelectasis  or  incompletely  resolved  pneumo- 
nia right  upper  lung  and  a slight  left  ven- 
tricular hypertrophy.  A sedimentation  rate 
on  3-23-54  was  40  mm  per  hour.  C.  B.  C. 
was  normal  as  was  blood  chemistry  and 
urinalysis.  EKG  showed  left  ventricular 
hypertrophy,  incomplete  left  bundle  branch 
block  and  a first  degree  A-V  block.  There 
were  no  signs  of  myocardial  infarction. 

Re-E  xaniination 

Re-examination  yielded  a thrill  in  the  left 
carotid  artery  and  a high  pitched  rough, 
Grade  III  systolic  murmur  with  maximum 
intensity  in  the  base.  On  3-26-54  examina- 
tion of  the  heart  described  a Grade  III  sys- 
tolic murmur,  high  pitched,  blowing,  and 
located  in  the  second,  third,  and  fourth  inter- 
costal spaces.  Calcification  of  the  aortic 
valve  was  subsequently  confirmed  by  X-Ray. 
During  this  admission  his  blood  pressure 
was  around  100/70  and  his  temperature  was 
not  significantly  elevated. 

The  patient  remained  compensated  but 
suffered  occasional  bouts  of  anginal  pain. 
He  was  discharged  on  4-8-54.  At  home  the 
patient  suffered  substernal  pain  after  meals, 


relieved  by  rest,  and  on  the  day  before  ad- 
mission developed  severe  dyspnea. 

On  admission  5-10-54  he  was  described  as 
slightly  cyanotic  and  cold.  There  was  wheez- 
ing throughout  the  lung  fields  and  a seagull 
mitral  systolic  murmur  was  noted.  A uri- 
nalysis was  normal  and  a white  count  showed 
13,900  with  83  per  cent  segs  and  2 per  cent 
stabs.  The  following  day  the  patient  was 
still  quite  d.yspneic  with  much  bronchospasm. 
On  5-12-54  at  11:30  p.  m.  he  was  described 
as  being  in  frank  pulmonary  edema  and  was 
started  on  Cedilanid  which  was  given  until 
he  was  considered  to  be  digitalized.  At  3:30 
a.  m.  he  died  with  progressive  pulmonary 
edema  and  circulatory  collapse. 

On  the  second  admission  no  EKG  was 
taken.  It  was  determined  the  day  after  ad- 
mission that  the  patient  had  not  taken  Digi- 
toxin at  home  and  on  5-12-54  he  received 
1 mg.  of  Digitoxin  and  0.8  mg.  of  Cedilanid. 
An  X-Ray  of  his  chest  on  5-12-54  showed 
findings  consistent  with  congestive  failure. 

X-Ray  Findings 

Dr.  Charles  McVaugh: 

In  the  original  examination  on  March  22, 
we  observe  an  area  of  consolidation  in  the 
right  upper  lobe  immediately  above  the  mid- 
dle lobe  fissure,  which  may  be  due  to  an 
atelectasis,  pneumonitis  or  infarction.  There 
is  slight  cardiac  enlargement,  principally  left 
ventricular  in  origin.  The  thoracic  aorta  is 
slightly  elongated  and  tortuous  with  no  evi- 
dence of  an  aneurysm.  These  changes  are 
consistent  with  a hypertension.  There  is  also 
observed  an  area  of  calcification  in  the  re- 
gion of  the  aortic  valve  having  the  configu- 
ration of  calcified  aortic  leaflets. 

In  the  second  examination  of  the  chest  in 
April  the  most  notable  change  is  the  clearing 
of  the  area  of  consolidation  in  the  right  upper 
lobe.  It  is  to  be  noted  that  neither  of  these 
examinations  reveal  evidence  of  a pulmonary 
congestion  secondary  to  cardiac  decompen- 
sation. 

The  final  examination  shortly  before  the 
patient’s  death  reveals  changes  compatible 
with  a marked  pulmonary  congestion  secon- 
dary to  cardiac  decompensation.  There  has 
also  been  some  increase  of  the  transverse 
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diameter  of  the  heart  since  the  last  exami- 
nation, probably  due  to  acute  dilatation. 

There  is  no  radiographic  indication  that 
any  aortic  stenosis  or  insufficiency  this  pa- 
tient may  have  had  was  so  severe  as  to  cause 
a chronic  recurrent  cardiac  decompensation. 
The  cardiac  enlargement  and  dilatation  noted 
at  the  final  examination  occurred  dramati- 
cally shortly  before  the  death  and  is  in  keep- 
ing with  a massive  myocardial  infarction  as 
indicated  by  the  electrocardiographic  studies. 

Differential  Diagnosis 
Dr.  Jack  Postlewaite: 

This  man  was  71  years  old,  which  narrows 
it  down  into  a relatively  few  differential 
diagnoses  that  I think  we  can  bring  out  by 
studying  some  of  the  findings  made  at  the 
bedside. 

Let’s  take,  for  example,  the  murmur.  If 
we  are  allowed  to  use  the  murmur  as  a point 
of  reference,  I think  we  can  find  that  his 
heart  failure  on  admission  was  indistinguish- 
able from  failure  due  to  pulmonary  factors. 
So  we  will  grant  that  he  is  typically  a con- 
gestive heart  failure  and  that  apparently 
pulmonary  edema,  pulmonary  asthma  or 
whatever  you  want  to  call  it  is  the  outstand- 
ing finding  which  was  alleviated  at  least  to 
some  degree  by  digitalization  of  both  the 
rapid  and  long  acting  types.  Now  the  im- 
portant thing  of  interest  in  this  case  for 
all  of  us  is  the  fact  that  we  have  a patient 
with  recurrent  congestive  failure  but  with 
changing  heart  murmurs.  I think  we  will 
spend  our  time  in  this  analysis.  In  this  case 
no  diastolic  murmurs  were  heard.  Apparently 
even  a gallop  was  not  noted  in  the  failure 
symptoms  and  signs  as  the  patient  progressed 
to  his  terminal  stage.  One  must  admit  we 
do  see  a dilatation  of  the  heart  terminally 
here  and  I dare  say  observations  in  the  last 
48  hours  would  have  shown  us  a gallop  which 
is  typical  of  the  overdilated  left  ventricle. 
We  have  a systolic  murmur  so  presumably 
it  occurs  in  the  phase  in  which  the  ventricle 
is  being  emptied  rapidly  and  the  blood  is 
being  forcefully  ejected  from  both  right  and 
left  ventricles.  If  we  divide  the  heart  up 
diagramatically  then  apparently  we  are  deal- 
ing with  the  phase  in  which  the  pulmonary 
and  aortic  valves  are  open  and  the  semilunar 
valves  are  all  closed.  In  diastole  the  opposite 
situation  is  obtained  so  we  can  omit  that  as 
part  of  our  discussion.  In  the  24  hours  in 
which  he  was  found  in  failure  apparently  he 
had  congestive  signs  on  the  order  of  broncho- 
spasm  and  it  was  not  until  a month  and 
one-half  later  that  he  had  true  pulmonary 
edema  at  least  by  the  X-Ray  observation. 

Whatever  the  status  may  have  been,  it 
was  left  ventricular  failure  with  the  typical 


signs  of  pulmonary  edema  and  decompensa- 
tion with  perhaps,  I don’t  know,  liver  en- 
larged, etc.  The  remarkable  thing  that  we 
have  left  out  of  this  protocol  is  his  sedimen- 
tation rate  which  would  have  led  us  to  the 
probability  of  having  a myocardial  infarc- 
tion. Note  the  original  findings  in  October 
in  California  were  those  of  a myocardial 
infarction,  and  he  has  had  symptoms  and 
signs  that  one  would  consider  compatible 
with  coronary  sclerosis.  In  this  particular 
case,  though,  he  responded  rather  quickly 
to  digitalization  and  he  did  well  except  for 
his  symptoms  of  coronary  insufficiency. 
During  observation  here,  X-Ray  observations 
are  made  to  the  pulmonary  tree  in  which 
it  is  mentioned  that  the  right  upper  lobe 
was  either  atelectatic  or  with  evidence  of  a 
resolving  pneumonia,  and  I think  Dr.  Mc- 
Vaugh  points  out  this  could  have  been  a 
pulmonary  infarct  and  perhaps  not  some- 
thing related  to  either  external  bronchial 
pressure  or  internal  obstruction.  So  I think 
we  will  accept  it  as  an  infarct  or  perhaps 
that  interlobar  fluid  may  have  occurred  in 
this  situation  of  failure. 

EKG  Findings 

Then  we  have  the  findings  of  the  EKG. 
Now  the  findings  here,  if  we  can  hold  the 
cardiologist  responsible  for  not  omitting  any- 
thing and  if  we  can  hold  that  the  cardiologist 
had  the  benefit  of  serial  records,  would  imply 
that  the  patient  would  have  a condition  in 
which  a myocardial  infarction  was  over- 
looked. To  state  it  this  way,  10  per  cent  of 
EKG’s  show  evidence  compatible  with  a 
myocardial  infarction  and  no  myocardial  in- 
farction is  found  on  pathologic  examination. 
Ten  per  cent  of  records  are  normal  or  con- 
sidered normal  by  the  electroeardiographer 
and  those  cases  come  to  post  mortem  with  a 
large  myocardial  infarction.  Therefore  one 
must  diagnose  it  on  other  laboratory  tests 
and  must  not  overlook  the  differential  possi- 
bility. This  man  had  a second  complicating 
finding,  however;  he  had  not  only  auricular- 
ventricular  block  (I  think  it  was  first  de- 
gree) which  would  imply  0.21  second  or 
greater  interval  of  the  PR  interval.  He  had 
apparently  had  an  incomplete  left  bundle 
branch  block,  this  is  10/100  of  a second  up 
to  12/100  of  a second  across  the  left  pre- 
cardial  leads.  It  is  a known  fact  that  left 
bundle  branch  block  does  not  give  you  a 
record  that  will  change  with  infarction.  The 
incomplete  block  should,  because  presumably 
the  delay  is  not  great  enough  to  obscure  the 
infarction  which  is  nothing  more  than  the 
ventricular  electropotentials  on  the  EKG ; 
but  here  you  are  faced  with  the  possibility 
of  overlooking  the  infarct  by  virtue  of  this 
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prolonged  ORS  interval  and  then  one  would 
believe  that  serial  records  only  would  clarify 
this  point.  1 don’t  know  whether  serial  rec- 
ords were  available.  Now  to  go  on  with  the 
changing  murmur  which  to  my  mind  is  the 
clue  to  the  diagnosis  and  the  clue  to  the 
failure  of  this  patient  to  respond  and  to  stay 
in  a state  of  good  health  on  treatment. 

Murmur 

I think  it  was  six  days  later  they  made 
the  observation  that  this  murmur  was  a high 
pitched  blowing,  rough  and  systolic  murmur. 
We  will  presume  that  it  occurred  in  systole 
only  so  that  it  must  either  be  the  pulmonary 
or  the  aortic  valve,  presuming  that  those  two 
valves  are  only  involved  for  the  sake  of  dis- 
cussion. It  had  a peculiar  quality  and  we 
must  use  quality  to  make  a differential  diag- 
nosis of  being  transmitted  along  the  left 
carotid  artery  and  thrill  was  noted  in  systole. 
This  would  imply  that  this  murmur  was 
transmitted  along  the  hemic  path  and  would 
have  been  aortic  in  nature,  not  pulmonary. 
A pulmonary  valve  murmur  radiating  up 
into  the  carotid  artery  would  be  unusual  and 
a pulmonary  valve  that  gave  the  findings  of 
a thrill  would  be  more  than  unusual  because 
of  the  different  pressure  rating,  because  of 
the  proximity  of  tissues  and  because  of  blood 
flows.  If  we  accept  then  that  this  murmur 
persisted  to  death  then  we  are  dealing  with 
aortic  stenosis.  No  diastolic  murmur  was 
noted.  One  would  then  feel  that  the  insuffi- 
ciency either  was  never  noted  or  was  never 
present.  This  man  had  calcific  aortic  cusps. 
Now  that  is  not  unusual  at  age  71  but  the 
problem  is  what  the  etiology  may  be  and 
my  impression  is  from  the  review  of  the 
literature  that  a rheumatic  heart  disease  has 
a greater  number  of  cases  coming  to  this 
age  with  aortic  calcifications  than  does  arte- 
riosclerotic problems  of  advanced  ages ; so 
the  two  differential  possibilities  are  rheuma- 
tic heart  disease  and  arteriosclerotic  heart 
disease.  One  would  wonder  if  the  pathologic 
process  won’t  turn  out  to  be  rheumatic  heart, 
inactive  but  calcified  folded  over  aortic  valve 
cusps. 

The  patient  had  in  addition,  taking  up  the 
original  problem,  pain,  dyspnea,  apparently 
effort  pain,  postprandial  pain  and  coronary 
sclerosis  which  we  will  put  down  as  the 
pathologic  process  contributing  to  his  death. 
While  the  case  was  observed  the  murmur 
changed.  This  murmur  changed  from  this 
aortic  murmur  with  a normal  blood  pressure 
not  giving  us  all  the  cardinal  findings  of 
aortic  stenosis.  That  is  a small  pulse  pres- 
sure, the  typical  thrill,  the  absence  of  A2  — 
at  least  these  aren’t  known  in  our  protocol. 
I am  somewhat  dubious  as  to  whether  this 


is  purely  an  aortic  stenosis  problem,  but  we 
will  accept  that  those  omissions  were  omis- 
sions by  virtue  of  the  observation  not  being 
made,  and  that  it  wasn’t  true.  The  A2  must 
have  been  present  and  that  the  patient  did 
have  a normal  pulse  pressure.  I think  110/70 
was  noted  on  the  latter  part  of  the  first  ad- 
mission and  so  we  are  open  to  at  least  in- 
complete findings  for  aortic  stenosis  alone, 
we  must  search  additional  possibilities. 

Mitral  Insufficiency 

Now  we  can  talk  about  the  mitral  insuffi- 
ciency group  which  is  the  possibility  of  a 
systolic  murmur  occurring  not  holding  to  the 
original  discussion  we  have  followed.  We  are 
dealing  with  a phase  that  we  mentioned 
before.  A mitral  insufficiency  without  X- 
Ray  findings  and  which  would  not  give  us 
electrocardiographic  findings  referable  to 
left  atrium  enlargement  and  referable  to  the 
left  ventricular  enlargement  and  with  typical 
murmur  transmission  as  we  discussed  would 
be  somewhat  improbable.  However,  the  aor- 
tic stenosis  may  not  be  an  isolated  lesion  and 
there  may  be  mitral  insufficiency  with  a left 
ventricular  enlargement  and  hypertrophy 
which  we  gather  from  the  cardiogram  and 
the  X-rays. 

The  second  observation  was  made  on  his 
re-admission  when  he  went  back  into  failure. 
I notice  here  that  a note  has  been  made  in 
which  the  man  had  failed  to  take  his  digitalis 
which  would  imply  that  the  failure  was  be- 
cause of  insufficient  digitalization.  Here  the 
murmurs  change  and  now  it  is  a “seagull” 
or  “cooing  murmur”  which  was  said  to  be 
a “mitral  type  seagull  or  cooing  murmur.” 
It  is  transmitted  now  along  the  border  of 
the  sternum  interspaces  2,  3 and  4.  It  doesn’t 
say  whether  it  is  right  or  left  parasternal. 
It  is  probably  of  no  significance,  but  one 
implies  murmurs  along  the  left  sternal  border 
are  apt  to  be  associated  with  congenital 
lesions.  It  seems  impossible  that  this  man 
would  come  to  his  71st  birthday  with  con- 
genital lesions  unless  it  is  a patent  intra- 
auricular  septal  defect.  Some  of  the  patent 
ductus  cases  will  do  this,  and  rarely  the 
other  congenital  lesions ; certainly  none  of 
the  cyanotic  group  should  come  to  this  stage 
in  life.  One  would  then  wonder  if  this  change 
in  murmur  was  perhaps  related  to  his  pre- 
vious course  starting  in  October  and  here  we 
come  to  the  other  two  possibilities.  Has  this 
man  ruptured  a cusp  of  the  aortic  valve,  for 
example,  or  secondly  has  he  ruptured  one  of 
the  papillary  muscles  of  the  myocardium? 
Now  how  could  this  come  about?  You  recall 
the  coronary  sclerosis  which  this  patient  had 
apparently  contributed  to  the  findings  in 
which  the  doctors  in  California  diagnosed  as 
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myocardial  infarction.  Now  the  most  com- 
mon infarct  that  we  find  at  least  percentage- 
wise would  be  the  occlusion  of  the  anterior 
descending  artery  which  is  the  anterior  cor- 
onary artery  branching  off  into  the  circum- 
flex and  anterior  descending  segment.  If  the 
anterior  descending  coronary  is  occluded  and 
if  he  hasn’t  good  collateral  circulation,  we  not 
only  find  the  anterior  infarct,  we  may  also 
find  the  septal  infarct.  If  we  find  the  septal 
infarct,  both  the  bundles  may  be  involved ; 
thus  you  find  the  conduction  error  and  he 
may  develop  a third  possibility  which  I 
haven’t  named  yet  which  is  the  ischemic  in- 
terventricular aneurysm.  If  we  find  an  in- 
farct, however,  that  involves  the  myocardial 
wall  of  the  left  ventricle  in  the  septum,  it 
may  involve  one  of  the  major  papillary 
muscles  of  the  mitral  valve;  thus  we  may 
have  had  this  sudden  change  in  clinical  course 
in  which  he  went  into  an  irreversible  failure 
and  was  terminal  within  two  days. 

Other  Possibility 

The  other  possibility  of  the  cusp  rupture 
means  that  something  happened  to  have 
caused  it.  Bacterial  endocarditis  is  one  of 
the  findings  that  we  occasionally  see  with 
a ruptured  cusp.  The  fracture  of  the  aortic 
cusp  may  also  be  seen  in  such  events  as  lift- 
ing, straining,  falls  and  various  violent  acci- 
dents. One  wonders  whether  he  received  a 
blow  to  the  chest  to  contribute  to  the  cause 
of  such  a fracture,  or  did  insufficiency  of  the 
valve  wall  adjacent  to  the  papillary  muscle 
cause  rupture  based  upon  ischemia  and  mus- 
cle necrosis. 

Other  things  may  be  said  but  I believe 
it  would  prolong  the  discussion.  I would 
like  others  to  discuss  clues  that  may  be  here 
that  I overlooked. 

I would  say  that  this  arteriosclerotic  heart 
disease.  I’d  say  that  the  patient  had  coronary 
sclerosis  and  that  he  had  aortic  sclerosis  and 
stenosis  with  rolling  of  the  leaflets  and  the 
calcification  of  the  leaflets.  I would  say  that 
he  apparently  had  an  aortic  stenosis  which 
was  clinically  picked  up  and  present  for  some 
number  of  years  and  I believe  that  he  pos- 
sibly ruptured  one  of  those  valves.  My  second 
possibility  is  a ruptured  papillary  muscle 
secondary  to  myocardial  infarction. 

Dr.  Chsirles  P.  C.  Logsdon : 

I saw  him  on  the  first  admission,  but  I 
didn’t  see  him  on  the  second.  At  that  time 
he  seemed  to  be  a fairly  clear  cut  case  of 
aortic  stenosis.  The  second  admission  was 
the  one  that  they  described  with  seagull  mur- 
murs. Aortic  stenosis  gives  a higher  per- 
centage of  seagull  murmurs  than  any  other 


type  of  lesion  and  they  may  be  even  as  far 
down  as  around  the  apex.  In  fact,  there  has 
been  one  paper  written  on  the  subject,  “High 
Pitched  Apical  Murmurs  in  Aortic  Stenosis.” 
That  is  about  all  I would  say  about  it  except 
Dr.  Williams  kept  insisting  that  the  man  had 
myocardial  infarction  without  much  reason 
except  he  kept  having  angina.  He  did  not 
have  any  signs  of  myocardial  infarction  on 
the  EKG.  Unfortunately  we  did  not  get  an 
EKG  on  the  second  admission. 

Dr.  Joe  C.  Carter: 

This  patient  has  a typical  aortic  stenosis, 
that  is  a calcified  aortic  stenosis.  You  don’t 
have  to  have  a high  blood  pressure.  You 
don’t  have  to  have  any  more  ventricular 
hypertrophy  than  you  have  in  this  case.  His 
course  ran  over  a period  of  about  7 to  8 
months  downhill  which  is  also  typical  of 
those  cases.  They  first  come  in  with  decom- 
pensation then  they  go  downhill  rapidly.  The 
disturbing  thing  about  this  murmur  is  that 
it  occurs  at  the  apex,  so  they  say,  suggesting 
a mitral  murmur  terminally.  There  was  no 
rupture  to  the  aortic  valve  but  there  might 
have  been  papillary  muscle  rupture  of  the 
mitral  leaflets.  Cardiac  decompensation,  I 
do  not  think,  would  have  killed  the  man  that 
rapidly,  but  a muscle  rupture  could  have 
killed  him  within  a few  hours. 

Dr.  William  I.  Coldwell: 

My  first  impression  of  the  case  was  that 
he  had  a dissecting  aneurysm  with  possibly 
a hemopericardium.  My  other  impression 
was  that  he  had  possibly  a rheumatic  aortic 
stenosis  with  a superimposed  bacterial  endo- 
carditis causing  a change  in  the  murmurs 
and  his  condition.  Of  course,  the  fact  that 
he  was  not  taking  his  digitalis  could  have 
contributed  to  that.  However,  I think  the 
diagnosis  lies  certainly  in  the  group  that  Dr. 
Postlewaite  discussed. 

Dr.  Manley  B.  Colien: 

I have  become  very  impressed  with  the 
difficulty  of  picking  up  pericardial  effu- 
sions. I happen  to  have  seen  several  such 
things  in  the  past  six  months  and  unfortu- 
nately those  that  I picked  up  were  picked 
up  a little  late.  What  I would  like  to  impress 
upon  everybody  is  the  contour  of  the  heart 
on  X-Ray  films. 

These  are  the  two  points  that  have  im- 
pressed me: 

1.  The  straightening  in  the  right  auri- 
cular area. 

2.  The  disappearance  of  the  pulmonary 
contour  on  the  left  side. 

One  obtains  a reasonable  facsimile  of  a 
curved  line  on  the  right  and  a straightened 
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line  on  the  left,  with  a rounded  apex  rather 
than  a gradual  more  or  less  straightened  line 
which  one  ordinarily  sees  of  the  heart.  We 
happen  to  have  one  with  Dr.  Coldwell  at  the 
present  time. 

I feel  sure  that  this  is  a pericardial  effu- 
sion, whether  it  is  bloody  or  otherwise,  I 
don’t  know. 

Clinical  Diagnosis 

1.  Congestive  failure 

2.  Acute  myocardial  infarction 

Dr.  Postlewaite’s  Diagnosis: 

1.  Aortic  stenosis 

2.  Coronary  sclerosis 

3.  Rupture  of  aortic  valve 

Anatomical  Diagnosis 

1.  Aortic  stenosis  and  mitral  insufficien- 
cy, rheumatic  type 

2.  Coronary  sclerosis 

3.  Recent  and  old  myocardial  infarction 
left  posterior  wall 

4.  Pulmonary  edema 

Pathological  Discussion 
Dr.  Frederick  P.  Bornstein: 

On  autopsy  we  found  the  body  of  an 
elderly  white  male.  Upon  opening  there  were 


200  cc.  of  fluid  in  the  peritoneal  cavity.  The 
main  pathological  anatomical  changes  were 
found  in  the  heart. 

The  heart  weighed  450  grams.  The  main 
valvular  lesion  was  in  the  aortic  valve  which 
measured  8 centimeters  in  diameter.  The 
valve  leaflets  were  fused  and  thickened  and 
numerous  calcified  vegetations  were  present 
on  the  interior  surface.  This  represents  a 
classical  picture  of  aortic  stenosis  due  to 
rheumatic  failure.  There  was  also  some 
thickening  and  fusion  of  the  mitral  valve 
producing  a mitral  insufficiency  of  the  rheu- 
matic type.  In  addition  a severe  coronary 
sclerosis  was  found  with  a fresh  occlusion 
4 cm  below  the  origin  of  the  right  coronary 
artery.  This  occlusion  had  produced  an  area 
of  fresh  infarction  in  the  posterior  wall  of 
the  left  ventricle.  This  area  was  extensively 
scarred  indicative  of  previous  infarctions. 

We  have  a patient  here  who  suffered  from 
two  individual  cardiac  conditions.  Firstly, 
rheumatic  valvular  heart  disease.  Secondly, 
coronary  sclerosis  which  had  produced  in- 
farcts at  previous  times.  The  last  episode 
with  the  massive  pulmonary  edema  was 
obviously  due  to  the  fresh  coronary  throm- 
bosis with  acute  left  ventricular  failure. 
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REVICAPS  provide  easy  appetite-control  for  those  patients  who  are 
dangerously  overweight,  and  they  are  ideal  for  the  man  or  woman 
who  doesn’t  require  a drastic  diet,  but  will  benefit  from  losing  a 
few  pounds. 

REVICAPS  supply  d-Amphetamine  to  elevate  the  patient’s  mood, 
methylcellulose  to  furnish  bulk,  21  essential  vitamins  and  minerals. 


The  prescription  product  that  helps  reduce  weight 


Bottles  of  100  and  1,000 
...  sold  on  prescription  only. 

Dosage:  1 or  2 capsules,  Zi 
to  1 hour  before  each  meal. 


REVICAPS 

d-Amphetamine — Vitamins  and  Minerals  Lederle 
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Certified  Goafs  Milk 


When  treatment  calls  for  goat's  milk  — you'll  be  glad  to  know 
that  we  have  an  ample  supply  of  finest  quality  CERTIFIED 
GOAT'S  MILK  available  for  your  patients.  Price's  are  the 
only  suppliers  of  CERTIFIED  MILK,  CERTIFIED  GOAT'S  MILK 


and  CERTIFIED  FAT-FREE  MILK  between  San  Antonio  and 
Los  Angeles.  Our  production  is  under  the  supervision  of  the 
El  Paso  Medical  Milk  Commission. 


PRICE’S  Creameries,  Inc. 


Leading  Hospitals  Help 


/$  Saattliay  OittfatetU 


Where  skin  is  exceptionally  sensitive  Nipl-Ease 
is  particularly  efficacious.  Its  multiple  uses  in- 
clude: soothing  nipples  before  and  after  baby 

arrives  . . . healing  unguent  for  diaper  rash  . . . 
for  tender  sheet-chafed  skin  . . . relief  of  irri- 
tation caused  by  the  anaesthesia  mask. 

• Soothing  to  Breasts  and  Nipples 

• Wonderful  for  Diaper  Rash,  too 

Nipl-Ease  has  an  18-year  record  of 
hospital  preference. 

Order  from  your  favorite  supplier. 

RED  ARROW  LABORATORIES -WACO,  TEXAS 


Give  Ut  A Trial  On  Your 

TAYLOR  BACK  BRACE 

Orders 

• Send  the  following  measurements:  from 
level  of  shoulders  to  tip  of  sacrum;  circum- 
ference of  pelvis  above  trochanters;  circum- 
ference of  waist;  height  and  weight. 

CkrUtcpherA 

Space  and  fsntb  Co. 

815  N.  Cedar  at  Five  Points 


5-3841 
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Orthopedist,  Anesthesiologist  to  Speak  at 
Southwestern  Association  Meeting 


Dr.  Boyd 

Dr.  Harold  B.  Boyd  of  Memphis,  Term., 
and  Dr.  M.  Digby  Leigh  of  Los  Angeles  will 
be  two  of  the  speakers  who  will  address 
members  of  the  Southwestern  Medical  Asso- 
ciation at  their  annual  meeting  in  El  Paso, 
Texas,  November  17,  18  and  19. 

Dr.  Boyd  is  Associate  Professor  of  Ortho- 
pedic Surgery  at  the  University  of  Tennes- 
see School  of  Medicine  and  immediate  Past 
President  of  the  American  Academy  of 
Orthopedic  Surgeons.  He  is  a member  of  the 
Staff  of  the  Campbell  Clinic  and  a Fellow 
of  the  American  College  of  Surgeons.  His 
subjects  have  not  yet  been  announced. 

Dr.  Leigh  is  Chief  of  Anesthesiology  at  the 
Vancouver  General  Hospital  in  Vancouver, 
B.  C.  He  is  a Diplomate  of  the  American 
Board  of  Anesthesiology  and  co-author  of  a 
book  entitled  “Pediatric  Anesthesia.”  His 
subjects  are  “Pediatric  Anesthesia,”  “Anes- 
thetic Accidents”  and  “Preparation  of  the 
Pediatric  Patient  for  Surgery.” 

Other  speakers  scheduled  for  the  meeting 
will  deliver  papers  on  subjects  in  the  fields 
of  Surgery,  Gynecology,  Obstetrics,  Opthal- 
mology,  Otolaryngology,  Internal  Medicine, 
and  Dermatology. 


Dr.  Leigh 

Dr.  Jerome  W.  Shilling,  Medical  Director 
of  the  Pacific  Telephone  and  Telegraph  Co., 
in  Los  Angeles,  will  speak  on  industrial  medi- 
cine. Mac  F.  Cahal,  Executive  Secretary  and 
General  Counsel  of  the  American  Academy 
of  General  Practice,  will  talk  on  public  re- 
lations. 

Headquarters  for  the  meetings  and  scien- 
tific exhibits  will  be  in  the  Hotel  Paso  Del 
Norte.  The  Academy  of  General  Practice 
and  Special  Sections  will  meet  on  Wednesday, 
November  17,  with  the  General  Meeting 
Thursday  and  Friday,  November  18  and  19. 

Mrs.  Newton  Walker,  general  chairman 
of  the  woman’s  committee  for  the  meetings, 
has  announced  that  on  the  afternoon  of  Nov- 
ember 17  there  will  be  a tea  for  wives  of 
physicians.  At  10  :30  a.  m.  the  following  day 
there  will  be  a coffee  and  special  Christmas 
show  entitled  “What  Do  You  Want  for 
Christmas”  at  the  Popular  Dry  Goods  Co. 
A luncheon  will  be  held  that  day  in  the  Span- 
ish Ballroom  of  the  Hilton  Hotel.  Shopping 
tours  of  Juarez  will  be  arranged. 

Dr.  Maynard  S.  Hart  of  FI  Paso  is  chair- 
man of  the  convention  committee. 
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New  Mexico  Delegates  Recommend  on  Health  Insurance  Policies 

ROSWELL  SELECTED  FOR  1956  MEETING 


At  the  May  meeting  of  the  House  of  Dele- 
gates of  the  New  Mexico  Medical  Society, 
there  was  created  a special  committee  to 
investigate  the  health  insurance  problems  of 
New  Mexico.  This  committee  was  directed 
to  hear  the  interested  parties  and  to  report 
back  to  the  House  of  Delegates  during  August 
of  1954,  with  its  recommendations  as  to 
which,  if  any,  health  insurance  plans  in  New 
Mexico  should  be  given  the  approval  of  the 
State  Society. 

The  President,  Dr.  John  F.  Conway,  with 
the  advice  and  consent  of  the  nominating 
committee  of  the  State  Society,  appointed 
the  following  committee  to  investigate  the 
health  insurance  problems : 

R.  V.  Seligman,  M.  D.,  Chairman, 
Albuquerque 

Wendell  Peacock,  M.  I).<  Farmington 
Frederic  E.  Cressman,  M.  D.,  Artesia 
A.  D.  Maddox-  M.  D.,  Las  Cruces 
Frank  W.  Parker,  M.  D.,  Gallup 

The  committee  employed  the  services  of 
William  Sloan  as  legal  counsel,  and  Clay 
Pooler,  as  insurance  counsel. 

The  special  session  of  the  House  of  Dele- 
gates which  was  called  specifically  to  receive 
the  report  of  the  Investigating  Committee, 
met  in  the  La  Fonda  Hotel,  Santa  Fe. 

The  committee  made  eight  recommen- 
dations to  the  House  of  Delegates.  All  of  the 
committee’s  recommendations  were  approved 
by  the  house,  with  the  additional  recommen- 
dation which  was  made  from  the  floor  of 
the  house,  that: 

“The  New  Mexico  Medical  Society  whole- 
heartedly support  New  Mexico  Physicians’ 
Service,  and  encourages  all  of  the  members 
of  the  Society  to  become  professional  mem- 
bers of  New  Mexico  Physicians’  Service  and 
that  everyone  take  an  active  part  in  encour- 
aging the  doctor’s  patients  to  participate  in 
the  plan.” 

The  Committee’s  recommendations  to  the 
House  were : 

1.  That  the  Society  should  regard  the 
approval  or  disapproval  of  medical  and 
surgical  insurance  plans  as  a matter 
of  grave  concern,  and  should  give 
thorough  investigation  and  consider- 
ation to  requests  for  such  approval. 

2.  That  the  request  of  Surgical  Service, 
Inc.,  as  it  now  exists,  for  approval 
by  New  Mexico  Medical  Society,  be 
denied. 

3.  That  New  Mexico  Physicians’  Service 
be  approved  by  the  Society,  and  that 


the  present  and  former  members  of 
the  board  of  trustees  thereof  are  to  be 
commended  for  their  service  to  the 
Society,  and  to  the  public  in  the  con- 
duct of  the  affairs  of  the  New  Mexico 
Physicians’  Service  since  its  founda- 
tion in  1946. 

4.  That  the  members  of  the  Board  of 
New  Mexico  Physicians’  Service  be 
appointed  as  a permanent  insurance 
committee  of  the  New  Mexico  Medical 
Society  for  the  purposes  of : 

(a)  Serving  in  a supervisory  capacity 
of  all  approved  plans  by  the  New 
Mexico  Medical  Society. 

(b)  Recommending  the  approval  or 
non-approval  by  the  New  Mexico 
Medical  Society  of  medical  and 
hospital  insurance  plans. 

(c)  To  accept  and  approve  new  pri- 
vate carriers  of  insurance  to  sell 
the  New  Mexico  Physicians’  Ser- 
vice Plan  of  the  New  Mexico 
Medical  Society. 

This  recommendation  was  adopted  by  all 
the  committee  except  the  chairman,  who  ab- 
stained from  voting. 

5.  That  the  New  Mexico  Medical  Society 
should  continue  to  encourage  private 
carriers  to  participate  in  the  New 
Mexico  Physicians’  Service  Plan. 

6.  That  a special  committee  be  appointed 
for  the  specific  purpose  of  further 
exploring  the  possibility  of  an  agree- 
ment or  working  agreement  between 
the  Hospital  Service  Plan  of  the  Blue 
Cross  and  the  Surgical  Service  Plan  of 
the  New  Mexico  Physicians’  Service. 

7.  That  the  New  Mexico  Physicians’  Ser- 
vice be  directed  to  review  the  form  of 
policy  written  by  its  private  insurance 
carriers,  to  ascertain  whether  or  not 
it  is  possible  to  provide  in  the  policies 
for  reimbursement  of  extras  on  the 
basis  of  some  multiple  of  the  daily 
benefit,  rather  than  by  a fixed  in- 
demnity as  is  provided  in  the  present 
policy  form. 

8.  That  the  New  Mexico  Medical  Society 
go  on  record  as  opposing  any  and  all 
encroachments  upon  the  traditional 
conduct  of  the  practice  of  medicine  by 
private  medical  practioners. 

The  House  of  Delegates,  while  in  session, 
accepted  an  invitation  from  the  Chaves 
County  Medical  Society  to  hold  the  1956  an- 
nual meeting  of  the  State  Society  in  Roswell. 
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Diseases  of  the  Chest  to  be  Subject  of  El  Paso 
Post  - Graduate  Symposium 


A two-day  symposium  on  Diseases  of  the 
Chest  will  be  held  by  the  El  Paso  Branch 
of  the  University  of  Texas  Post-Graduate 
School  of  Medicine  on  October  17  and  Nov- 
ember 7,  Dr.  Ralph  Homan  of  El  Paso,  As- 
sistant Dean,  has  announced.  Physicians 
from  Arizona,  New  Mexico  and  West  Texas 
are  expected  to  attend. 

Both  sessions  will  be  held  in  the  Turner 
Home  of  the  El  Paso  County  Medical  Society 
at  1301  Montana  Street  in  El  Paso.  A fee 
of  $20  will  be  charged  for  the  symposium, 

October  17 

Anatomy  and  Physiology 
Dr.  Gerald  H.  Jordan,  El  Paso 
8:00-8:50 

Fundamentals  of  Radiology 
Dr.  Delphin  von  Briesen,  El  Paso 
9:00-9:50 

Laboratory  Aids 
Dr.  Maynard  S.  Hart,  El  Paso 
10:00  - 10:50 

Chemo  and  Antibiotic  Therapy 
Dr.  Jack  Postlewaite,  El  Paso 
11:00-  11  :50 

Endoscopic  Examination 
Dr.  Haskell  D.  Hatfield,  El  Paso 
1:30-2:15 

Trauma 

Dr.  Leo  Villareal,  El  Paso 
2:30-3:15 

Tuberculosis 

Dr.  Katherine  H.  Iv.  Hsu,  Houston 
3 :30  - 5 :00 

Doctors  will  be  interested  to  note  that  on 
each  Saturday  night  preceding  the  two  ses- 
sions of  the  symposium  there  will  be  a college 
football  game.  On  October  16,  Texas  Western 
College  will  play  Trinity  University.  On 


and  applications  with  check  for  registration 
should  be  sent  to  the  University  of  Texas, 
Post-Graduate  School  of  Medicine,  Texas 
Medical  Center,  Houston  25,  Texas.  A credit 
of  16  hours  will  be  given  for  the  symposium. 

Dr.  Katherine  H.  K.  Hsu  of  Houston, 
Texas,  who  is  in  charge  of  tuberculosis  work 
being  done  by  the  City  of  Houston,  and  Dr. 
William  D.  Seybold,  Houston,  prominent 
chest  surgeon,  will  be  among  the  speakers. 

Speakers  and  their  subjects  are  as  follows : 

November  7 

Functional  and  Congenital  Disease 
Dr.  Robert  B.  Homan,  Jr.,  El  Paso 
8:00-8:50 

Allergy 

Dr.  Orville  E.  Egbert,  El  Paso 
9 :00  - 9 :50 

Non-Specific  Infections 
Dr.  Jack  Bernard,  El  Paso 
10:00  - 10:50 

Specific  Infections 
Dr.  Frank  C.  Golding,  El  Paso 
11:00-  11:50 

Neoplastic  Disease  and  Surgery  of  the  Chest 
Dr.  William  D.  Seybold,  Houston 
1:30-3:00 

Therapeutic  Review 
Dr.  Branch  Craige,  El  Paso 
3 : 15  - 4 :00 

Radiological  Review 
Dr.  Robert  F.  Boverie,  El  Paso 
4:10  - 5:00 

November  6 Texas  Western  will  meet  Hardin- 
Simmons  University.  Game  time  for  each  is 
8 p.  m.  Doctors  who  would  like  to  play  golf 
on  the  Saturday  afternoon  preceding  the 
meetings  may  contact  Dr.  Jack  Bernard  of 
El  Paso,  who  will  make  arrangements. 
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Miscellaneous  Aphorisms  and  Memorabilia 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces,  N.  M. 


1.  “Several  aspects  of  the  syndrome  of 
hypopituitarism  could  reasonably  be  consid- 
ered as  manifestations  of  the  secondary  thy- 
roid dysfunction.  These  include  the  mental 
slowness  and  lack  of  interest,  the  physical 
sloth,  the  extreme  sensitivity  to  cold,  and  the 
absence  of  sweating;  symptoms  which  are 
characteristic  of  myxoedema.  It  is  therefore 
very  interesting  that  these  particular  aspects 
are  influenced  by  cortisone,  which  is  an 
adrenal  hormone,  but  not  by  thyroid.”  H.  L. 
Sheehan  and  U.  K.  Summers,  Brit.  Med. 
Journal,  March  27,  1954,  p.  723. 

2.  “The  indications  for  subtotal  hysterec- 
tomy are  very  few  indeed,  and  in  general 
the  operation  should  be  considered  obsolete.” 
Alexander  Brunsehwig,  J.  A.  M.  A.,  April  17, 
1954,  p.  1400. 

3.  “Because  of  the  supposed  need  for 
early  diagnosis  and  treatment,  chest  radio- 
graphs and  self-examination  of  the  breast 
have  been  suggested  as  appropriate  methods 
of  detection.  If  recent  experience  is  typical, 
however,  by  the  time  definite  abnormality 
appears  on  the  radiograph,  most  cases  of 
pulmonary  cancer  have  progressed  too  far 
for  successful  resection ; and  an  apparently 
normal  radiograph  can  be  followed  by  death 
within  a year.”  The  Lancet,  April  3,  1954, 
p.  715. 

4.  “Our  basic  approach  may  be  wrong; 
the  attempt  to  treat  cancer  as  a local  rather 
than  a general  disease  may  be  as  irrational 
as  treating  syphilis  by  excising  the  primary 
chancre.”  The  Lancet,  April  3,  1954,  p.  715. 

5.  “For  these  reasons  among  others  I 
have  confined  my  subject  to  the  threshold  of 
age.  At  this  critical  time  we  may  discern 
some  special  requirements:  firstly,  the  wish 
to  retain  independence  as  long  as  possible; 
secondly,  the  need  to  feel  of  use  as  long  as 
possible ; thirdly,  the  need  to  be  ready  for 
retirement  and  adjusted  to  it  long  before  the 
actual  event.”  James  M.  Mackintosh,  The 
Lancet,  May  15,  1954,  p.  992. 

6.  “At  the  other  end  we  have  the  drab 
picture  of  a man  who  has  made  no  prepar- 
ation, has  no  inward  interests:  his  retirement 
leads  to  a desert  of  loneliness ; he  shrinks 
mentally  and  even  physically  when  the  blow 
falls.”  James  M.  Mackintosh,  loc.  cit.,  p.  992. 

7.  “I  always  listen  carefully  to  the  man 
who  says : ‘I  am  as  good  a man  as  ever  I was,’ 


for  that  is  one  of  the  first  symptoms  of  de- 
clining mental  powers.  The  dear  man  has 
begun  to  whistle  in  the  growing  intellectual 
dusk.”  James  M.  Mackintosh,  loc.  cit.,  p.  993. 

8.  “For  many  people  the  end  of  the  work- 
ing life  means  a serious  loss  of  company. 
Stories  are  told  of  retired  business  men  who 
go  on  catching  the  same  morning  train  to 
town  for  the  sake  of  meeting  their  friends. 
Loneliness,  indeed,  is  one  of  the  commonest 
hardships  of  age.  Leading  Article,  The  Lan- 
cet, May  15,  1954,  p.  1019. 

9.  “Poliomyelitis  should  be  considered  as 
contagious  as  measles,  and  as  with  that  dis- 
ease, transmission  is  thought  to  be  mainly 
by  contact,  such  as  by  familial  spread.” 
Philip  M.  Stimson:  The  Journal  of  Pedia- 
trics, June,  1954,  p.  607. 

10.  “The  virus  is  present  in  the  blood 
stream  the  last  few  days  of  the  incubation 
period,  even  in  patients  who  never  develop 
recognizable  polio.  Viremia  does  not  persist 
after  the  first  day  of  fever.”  Philip  M. 
Stimson:  loc.  cit.,  p.  607. 

11.  “Twenty-four  hours  after  the  tem- 
perature has  returned  to  normal,  the  patient 
may  be  considered  noncontagious  if  living 
under  proper  sanitary  conditions  of  sewage 
disposal.”  Philip  M.  Stimson : loc.  cit.,  p.  607. 

12.  “It  is  probably  common  to  be  a healthy 
virus  carrier,  at  least  for  a short  time.  A 
healthy  carrier  may  have  his  equilibrium  of 
resistance  upset  by  a number  of  factors  which 
can  be  divided  into  two  groups.  In  the  first 
group  are  factors  that  facilitate  introduction 
of  the  virus  into  the  body,  such  as  the  trauma 
of  the  nose  and  throat  operations  and  of  tooth 
extractions.  In  the  second  group  are  factors 
that  increase  the  severity  of  an  already  estab- 
lished infection'  such  as  excessive  fatigue  or 
chilling,  pre-existing  infections  such  as  of 
the  respiratory  tract,  pregnancy,  cortisone, 
local  tissue  insults  such  as  certain  inocula- 
tions, and,  finally,  perhaps  high  atmospheric 
temperatures,  adulthood,  and  mental  stress. 
Most  of  all,  resistance  probably  depends  upon 
the  presence  of  neutralizing  antibodies.” 
Philip  M.  Stimson:  loc  cit.,  p.  607. 

13.  “Tremors  of  the  hands  when  holding 
a glass  of  water  at  arms  length  may  foretell 
oncoming  weakness  in  an  arm.  Twitchings 
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of  scattered  muscle  groups  are  not  uncommon 
in  early  poliomyelitis.”  Philip  M.  Stimson : 
loc.  cit.,  p.  608. 

14.  “In  certain  epidemics  of  polio,  a 
normal  spinal  fluid  can  be  obtained  in  10  to 
15  per  cent  of  the  cases;  hence,  the  main 
value  of  the  examination  of  the  spinal  fluid 
in  a suspected  case  of  polio  is  to  rule  out 
the  presence  of  septic  meningitis.  An  abnor- 
mal fluid  indicates  only  the  presence  of  some 
irritation  of  the  central  nervous  system,  one 
which  might  be  polio  or  something  else.  A 
normal  spinal  fluid  does  not  rule  out  the 
diagnosis  of  acute  polio.”  Philip  M.  Stimson: 
loc.  cit.,  p.  608. 

15.  “A  patient  showing  mild  manifesta- 
tions suggestive  of  polio,  but  in  no  way  sug- 
gestive of  meningitis,  may  well  be  spared 
the  ordeal  of  a lumbar  puncture  and  spinal 
fluid  examination.”  Philip  M.  Stimson:  loc. 
cit.,  p.  608. 

16.  “If  a person  with  a suspected  case 
can  kiss  his  knees,  it  is  probably  not  polio- 
myelitis.” Philip  M.  Stimson : loc.  cit.,  p.  608. 

17.  “The  muscles  of  accommodation  of 
the  eyes  are  practically  invariably  involved 
in  a diphtheritic  paralysis,  but  almost  never 
involved  in  polio.”  Philip  M.  Stimson:  loc. 
cit.,  p.  609. 

18.  “The  most  important  measure  of 
treatment  in  the  acute  stage  is  natural  sleep. 
Artificial  sleep,  induced  by  sedation,  is  dan- 
gerous in  acute  cases,  lest  breathing  diffi- 
culty develop.  A polio  patient  with  fever 
who  is  asleep  should  be  awakened  for  noth- 
ing at  all,  neither  rounds  nor  meals  nor 
treatments,  and  particularly  not  to  have  his 
temperature  taken  or  his  face  washed  at 
5 A.  M.  The  acutely  ill  patient  should  not  be 
fatigued  by  undue  treatments,  examinations, 
or  visitors.  He  should  not  be  hurt.  He  should 
be  calmed,  sympathized  with,  helped  to  relax 
in  mind  and  body.  A mother  should  be  en- 
couraged to  read  aloud  to  the  patient ; it  helps 
to  keep  the  child  quiet,  and  the  mother  busy. 
Prone  packs  are  very  comforting.”  Philip  M. 
Stimson:  loc.  cit.,  p.  611. 

19.  “I  have  much  sympathy  for  the  aged 
who  are  denied  or  who  deny  themselves  the 
solace  of  barbiturates,  through  fear  of  addic- 
tion or  some  other  injurious  side  effect. 
As  the  poet  has  said,  “Sleep,  it  is  a blessed 
thing,”  and  old  folks  are  entitled  to  their 
share  of  it.  Those  who  suffer  from  intrac- 
table insomnia  should  have  50  or  100  mg.  of 
one  of  the  quick-acting  barbiturates  every 
night,  just  as  long  as  they  need  it  — and 
that  may  be  for  a long  time.  To  patients 


who  do  not  react  well  to  barbiturates,  chloral 
hydrate  can  be  administered  with  excellent 
results.”  Russell  L.  Cecil : Journal  of  the 
American  Geriatrics  Society,  September 
1953,  p.  606. 

20.  “Then  there  is  the  elderly  patient  who 
grieves  over  his  impotence  to  such  an  extent 
that  he  becomes  a sexual  neurasthenic  and 
falls  a prey  to  every  new  glandular  extract. 
We  hear  much  nowadays  regarding  the  waste 
of  penicillin;  but  isn’t  the  waste  of  testoste- 
rone almost  comparable?”  Russell  L.  Cecil: 
loc.  cit.,  p.  608. 

21.  “It  is  very  difficult  to  control  the  gly- 
cosuria in  a pregnant  diabetic  because  these 
people  have  a reduction  in  the  renal  thresh- 
old, and  while  it  may  be  of  some  help  to  ex- 
amine the  urine  for  the  amount  of  sugar  that 
is  lost,  because  they  do  lose  sugar  when  the 
blood  sugar  is  not  high,  about  130-140  mgm. 
per  cent,  this  decrease  in  the  renal  threshold 
disappears  after  the  pregnancy  is  over.  The 
same  is  true  in  the  thyrotoxic  patient,  and 
so  one  has  to  rely  more  on  the  well-planned 
taking  of  blood  for  analysis  — 1 don’t  mean 
just  the  fasting  specimen,  but  if  things  are 
going  along  fairly  well,  a curve  of  the  day’s 
blood  sugar  before  each  meal  and  at  bed 
time.”  (Garfield  G.  Duncan)  Diabetes  Panel 
Meeting:  Bulletin  of  the  N.  Y.  Academy  of 
Medicine,  November  1953,  p.  872. 

22.  “Fat  atrophy  with  indentations  of  the 
skin  — I have  seen  several  patients  in  whom 
the  only  change  made  in  the  program  was 
to  tell  them  not  to  refrigerate  the  insulin 
that  they  were  currently  using.  That  does 
not  correct  all  of  them.  We  know  that.  We 
know  that  the  drug  addict  gets  the  same  sort 
of  fat  atrophy  and  indentations  but  I believe 
that  50  per  cent  in  the  diabetic  are  due  to 
using  cold  insulin.”  (Garfield  G.  Duncan) 
Diabetes  Panel  Meeting:  loc.  cit.,  p.  879. 

23.  “It  is  not  necessary  to  refrigerate  a 
bottle  of  insulin  which  the  patient  is  cur- 
rently using.  There  are  only  400  or  800  units 
in  the  bottle.  If  the  patient  uses  40  units  a 
day,  or  anywhere  from  20  to  40  units,  he  will 
use  up  that  bottle  in  20  days.  Unless  he 
places  the  bottle  in  a very  warm  spot  in  the 
house  or  in  direct  sunlight,  there  will  be  very 
little  change.  The  reason  the  wrappers  indi- 
cate that  insulin  must  be  kept  cold,  is  to  get 
maximum  effect  unit  for  unit  up  to  the  expi- 
ration date  on  the  wrapper.”  (Frederick  W. 
Williams)  Diabetes  Panel  Meeting:  loc.  cit., 

p.  880. 

24.  “To  tell  a husband  that  he  is  sub- 
fertile  is  a serious  blow  to  his  self-confidence, 

(Continued  on  Page  455) 
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Indications  for  Splenectomy 

By  Walter  W.  Wollmann,  M.  D.,  F.  A.  C.  S.,  El  Paso,  Texas 


Anatomy  Of  The  Spleen 

The  spleen  is  a large  lymphoid  organ 
lying  in  the  left  upper  quadrant  of  the  ab- 
domen. The  normal  weight  of  the  spleen  is 
from  100  to  200  grams,  the  average  weight 
being  150  grams.  In  pathological  states  the 
spleen  can  reach  a weight  of  5000  to  6000 
grams  or  larger.  The  tail  of  the  pancreas 
lies  in  close  contact  with  the  hilum  of  the 
spleen.  The  anterior  border  of  the  spleen  is 
usually  notched  and  this  notch  can  be  felt 
on  physical  examination  when  the  spleen  is 
enlarged.  The  spleen  is  attached  to  the  adja- 
cent organs  by  a group  of  four  ligaments.  The 
first  of  these  is  the  gastrosplenic  ligament 
which  attaches  the  spleen  to  the  stomach. 
In  this  gastrosplenic  ligament  are  contained 
the  vasa  brevia  blood  vessels.  The  second 
ligament  consists  of  the  splenodiaphragmatic 
ligament  which  attaches  the  spleen  to  the 
diaphragm.  This  ligament  usually  contains 
no  vessels.  The  third  ligament  consists  of  the 
spleno-renal  ligament  which  attaches  the 
spleen  to  the  left  kidney  and  the  fourth  liga- 
ment is  the  splenocolic  ligament  which  at- 
taches the  spleen  to  the  splenic  flexure  of  the 
colon.  The  blood  supply  of  the  spleen  is  as 
follows.  The  arterial  supply  of  the  spleen  is 
obtained  from  the  splenic  artery  which  is  a 
branch  of  the  celiac  axis.  The  splenic  artery 
besides  supplying  the  spleen  also  supplies 
pancreatic,  left  gastro-epiploic  and  vasa 
brevia  branches.  The  splenic  vein,  a com- 
ponent of  the  portal  system,  receives  the  left 
gastro-epiploic  and  pancreatic  veins.  The 
splenic  vessels  course  on  the  posterior  supe- 
rior surface  of  the  pancreas  in  90  per  cent 
of  the  cases.  In  the  other  10  per  cent  the 
vessels  are  in  a superior  anterior,  inferior 
anterior,  or  inferior  posterior  position.  As 
stated  above,  they  are  in  close  relation  to  the 
pancreas  and  therefore  if  a surgeon  does  a 
distal  pancreatectomy  the  spleen  must  be  re- 
moved because  the  blood  supply  has  been 
ligated. 

Physiology  Of  The  Spleen 

There  is  still  much  to  be  learned  about 
the  physiology  of  the  spleen.  The  spleen  con- 
tains the  largest  collection  of  lymphoid  tissue 
and  the  bulk  of  the  reticulo-endothelial  ele- 
ments present  in  the  human  body.  The  spleen 
is  intimately  concerned  with  blood  destruc- 


Paper  presented  at  the  postgraduate  training  program  of  the 
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Postgraduate  School  of  Medicine  at  Fort  Stockton,  Texas  on  De- 
cember 2,  1953. 


tion;  this  is  one  of  its  main  functions  in 
normal  adult  life.  The  spleen  is  also  con- 
cerned with  blood  formation.  This  is  espe- 
cially true  in  infancy  and  pathological  states. 
In  normal  adult  life  the  spleen  produces  only 
lymphocytes  and  monocytes.  The  spleen  de- 
stroys and  eliminates  the  red  blood  cells,  it 
being  called  the  grave  yard  of  the  red  blood 
cells.  It  also  eliminates  bacteria  and  other 
foreign  matter.  Much  of  the  iron  is  stored 
in  the  spleen  and  then  is  later  used  in  the 
elaboration  of  hemoglobin  and  formation  of 
red  blood  cells.  The  spleen  also  serves  as  a 
controllable  reservoir  system  as  far  as  blood 
is  concerned.  It  also  exerts  an  inhibitory 
effect  on  bone  marrow  hemopoiesis  and  in 
certain  pathological  states  this  inhibitory 
effect  becomes  hyperactive.  Removal  of  the 
spleen  is  not  detrimental  to  the  general  well 
being  of  the  patient. 

Indications  and  Contraindications 
For  Splenectomy 

The  indications  for  splenectomy  are  based 
almost  exclusively  on  the  clinical  experience 
and  hematological  evaluation  of  the  patient. 
Table  one  lists  the  indications  for  splenec- 
tomy as  stated  by  Puestow.  Splenomegalia 
is  not  always  an  indication  for  splenectomy. 
This  is  borne  out  by  the  fact  that  in  certain 
malarial  areas  practically  everyone  has  a 
large  spleen,  yet,  certainly,  this  is  not  an 
indication  for  splenectomy.  Splenectomy  is 
indicated  in  certain  hematological  disorders. 
Splenectomy  is  indicated  in  torsion  and  rup- 

T able  I 

Indications  For  Splenectomy 

Nonhematologic  conditions 

1.  Traumatic  conditions  of  the  spleen;  rupture,  hemorrhage 
and  torsions. 

2.  Wandering  spleen. 

3.  Primary  splenic  tumors. 

4.  Metastatic  malignant  tumors. 

5.  To  aid  in  exposure  and  radicalness  in  operations  in  the 
left  upper  quadrant. 

Primary  and  secondary  hematologic  disorders 

1.  Congenital  hemolytic  jaundice. 

2.  Idiopathic  thrombocytopenic  purpura. 

3.  Primary  (idiopathic)  splenic  neutropenia. 

4.  Primary  (idiopathic)  splenic  pancytopenia. 

*5.  Secondary  splenic  pancytopenia. 

’!6.  Banti's  syndrome  (congestive  splenomegaly). 

7.  Thrombosis  of  the  splenic  vein. 

*8.  Acquired  hemolytic  anemia. 

*9.  Splenomegaly  of  unknown  origin. 

*10  Massive  splenomegaly  producing  pressure  symptoms. 

* In  selected  cases 

From:  Surgery  of  the  Biliary  Tract,  Pancreas  and  Spleen  — 
by  Charles  B.  Puestow. 
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ture  of  the  spleen.  These  demand  immediate 
removal.  In  extensive  left  upper  quadrant 
abdominal  procedures  the  spleen  is  often  re- 
moved to  aid  in  performing  adequate  resec- 
tions and  some  surgeons  routinely  remove 
the  spleen  in  total  and  sub-total  gastric  re- 
sections for  malignancy. 

Splenectomy  is  contraindicated  in  perni- 
cious anemia.  It  is  also  contraindicated  in 
most  cases  of  Hodgkin’s  disease  except  in 
those  cases  where  Hodgkin’s  disease  also 
causes  severe  hypersplenism ; in  these  cases 
splenectomy  can  be  considered.  Splenectomy 
is  also  contraindicated  in  leukemia  unless  the 
spleen  is  so  large  that  it  causes  marked  pres- 
sure symptoms  or  unless  the  splenomegalia 
causes  hypersplenism.  Splenectomy  is  also 
contraindicated  in  polycythemia  vera  and 
myeloid  metaplasia  of  the  spleen.  Splenic 
enlargements  of  the  acute  tumor  type,  such 
as  in  acute  infections,  of  course,  do  not  call 
for  removal.  Splenomegalia  due  to  metastatic 
tumors  is  a contraindication  although  in  pri- 
mary tumors  of  the  spleen  splenectomy  may 
be  indicated.  Splenectomy  due  to  parasitic 
diseases  such  as  trichinosis,  kali-azar,  fila- 
riasis  and  malaria  are  contraindications. 
Echinococcus  disease  of  the  spleen  may  occa- 
sionally call  for  splenectomy. 

Table  II 

Contraindications  and  Conditions 
Not  Aided  by  Splenectomy 

*1.  Leukemia 

*2.  Hodgkin's  disease  and  other  lymphomas. 

3.  Polycythemia  vera  (Vaquez-Osler  disease). 

4.  Myeloid  metaplasia  of  the  spleen. 

*5.  Metabolic  splenomegalies. 

6.  Cooley's  anemia  (thalassemia). 

*7.  Sickle  cell  anemia. 

8.  Idiopathic  refractory  anemia,  hypoplastic  anemia,  aplastic 
anemia. 

9.  Cirrhosis  of  the  liver 

10.  Splenomegalic  states  due  to  parasites. 

11.  Acute  splenic  tumors  due  to  infections. 

12.  Thrombotic  thrombocytopenic  purpura. 

* Splenectomy  may  be  indicated  in  unusual  circumstances  asso- 
ciated with  pancytopenia  or  hemolytic  anemia. 

From:  Surgery  of  the  Biliary  Tract,  Pancreas  and  Spleen  — 
by  Charles  B.  Puestow. 

Lahey  felt  that  splenectomy  should  be 
done  in  cases  of  splenomegalia  proved  to  be 
of  unknown  origin  in  which  the  spleen  con- 
tinues to  enlarge  or  stays  enlarged  during 
a six  months  observation  period. 

Splenectomy  in  Nonliematologic  Conditions 

The  most  important  indication  for  splenec- 
tomy in  nonhematologic  conditions  is  trau- 
matic injury  to  the  spleen.  Rupture  of  the 
spleen  must  be  considered  in  all  patients  who 
have  sustained  abdominal  or  chest  injury. 
Patients  sustaining  injuries  in  car  accidents, 
especially  steering  wheel  injuries,  falls, 
blows,  industrial  accidents  and  sports  should 


be  thoroughly  examined  to  determine  wheth- 
er the  spleen  has  been  ruptured.  Sometimes 
an  injury  which  to  all  intent  and  purposes 
seems  to  be  minor  may  have  occurred  in 
such  a manner  as  to  rupture  the  spleen.  I 
can  recall  one  case  of  traumatic  rupture  of 
the  spleen  occurring  after  an  elderly  lady 
bumped  into  a stationary  car  fender.  Splenic 
rupture,  of  course,  can  also  occur  in  sports 
and  I recall  one  case  in  which  it  occurred 
following  touch  football.  Diseases  of  the 
spleen  such  as  malaria,  lues,  tumors,  or  sple- 
nomagalia  due  to  unknown  etiology  all  in- 
crease the  friability  of  the  spleen  and  there- 
fore an  unimportant  blow  or  injury  may 
cause  these  pathological  spleens  to  rupture 
We  have  seen  one  patient  with  active  malaria 
on  whom  a ruptured  spleen  was  found  at 
surgery.  The  only  history  of  trauma  of  any 
kind  obtainable  from  this  patient  was  that 
he  had  strained  at  the  stool. 

A great  majority  of  patients  with  rupture 
of  the  spleen  will  die  if  not  treated  surgically. 
The  operative  mortality  is  determined  largely 
by  the  amount  of  blood  lost,  the  facilities 
available  for  replacement  and  the  delay  be- 
tween the  time  of  injury  and  surgical  inter- 
vention. The  symptoms  of  traumatic  rupture 
of  the  spleen  are  largely  dependent  on  the 
location  and  amount  of  internal  hemorrhage. 
These  depend  on  the  extent  of  the  injury  to 
the  organ  and  the  presence  or  absence  of  a 
primary  tear  of  the  capsule.  Often  times 
besides  the  splenic  rupture  there  may  be 
associated  injuries  such  as  broken  ribs  or 
a broken  spine  and  these  may  be  treated 
vigorously  and  the  splenic  injury  may  be 
overlooked.  If  the  splenic  capsule  is  not  torn 
the  bleeding  will  be  slow.  The  bleeding  will 
be  into  the  organ  and  its  pedicle  or  into  the 
retroperitoneal  tissue.  The  symptoms  when 
the  splenic  capsule  is  not  torn  are  those  of 
pain  in  the  upper  left  abdomen  and  an  en- 
larging and  palpable  spleen.  If,  however,  the 
splenic  capsule  is  torn,  free  blood  is  found 
in  the  peritoneal  cavity.  This  will  cause  peri- 
toneal irritation,  often  times  pain  in  the  left 
shoulder  and  will  also  cause  peritoneal  re- 
bound especially  on  the  left.  Later  on  a rigid 
abdomen  will  be  noted.  Besides  the  perito- 
neal irritation  the  patient  will  go  into  shock. 
There  will  be  a rapid  pulse,  low  blood  pres- 
sure and  cold  clammy  skin,  subnormal  tem- 
perature, air  hunger  and  apprehension.  Fre- 
quently in  rupture  of  the  spleen  there  is  a 
symptomatic  silence  of  three  to  ten  days  and 
then  the  patient  has  a sudden  severe  pain 
and  goes  into  shock.  The  pathology  in  these 
conditions  is  postulated  to  be  as  follows: 
Originally  there  is  a sub-capsular  bleeding 
and  three  to  ten  days  later  there  is  a rupture 
of  the  capsule  and  this  is  followed  by  the 
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peritoneal  irritation  and  shock.  Therefore, 
patients  with  traumatic  injury  must  be  fol- 
lowed closely  not  only  for  the  first  twenty- 
four  to  forty-eight  hours  but  for  as  long  as 
three  to  ten  days  or  longer. 

The  diagnosis  of  splenic  rupture  can  be 
made  on  taking  a careful  history,  doing  a 
good  physical  examination  and  getting  ade- 
quate laboratory  work.  X-ray  examination 
does  not  aid  too  much  although  a flat  film 
of  the  abdomen  may  show  an  enlarged  splenic 
shadow  or  if  we  are  dealing  with  retroperi- 
toneal hemorrhage  there  may  be  obliteration 
of  the  psoas  shadow. 

The  treatment  of  rupture  of  the  spleen 
is  splenectomy.  The  friability  of  the  spleen 
and  tendency  of  sub-capsular  hemorrhage  to 
recur  makes  splenic  repair  hazardous.  At 
the  recent  College  of  Surgeons  meeting  in 
Chicago  in  1953,  one  of  the  questions  asked 
was : ‘Is  electrocautery  indicated  for  superfi- 
cial tears  or  sub-capsular  tears  of  the  spleen’  ? 
The  answer  given  by  the  panel  was  that  such 
treatment  is  never  indicated  and  splenectomy 
is  the  treatment  of  choice.  It  is  important 
to  make  an  early  diagnosis  in  rupture  of  the 
spleen,  to  replace  the  blood,  and  then  to  re- 
move the  spleen. 

Other  nonhemolytic  conditions  which  war- 
rant removal  of  the  spleen  consist  of  pene- 
trating wounds  of  the  spleen  such  as  knife 
or  stab  wounds,  bullet  wounds,  and  the  like. 
If  the  spleen  has  a loose  pedicle  torsion  may 
occur  and  this  may  cause  strangulation.  The 
treatment  is  removal.  A wandering  spleen  is 
at  times  noted  and  when  it  is  in  an  abnormal 
position  such  as  in  the  pelvis  and  causes 
symptoms  it  should  be  removed.  The  rare 
primary  tumors  of  the  spleen  are  indications 
for  splenectomy.  Metastatic  malignant  tu- 
mors of  the  spleen  should  not  be  removed. 

Indications  For  Splenectomy  in  Primary  and 
Secondary  Hematological  Disorders 

Primary  hematological  disorders  such  as 
congenital  hemolytic  jaundice,  idiopathic 
thrombocytopenic  purpura,  splenic  neutro- 
penia and  pancytopenia  may  be  considered  as 
indications  for  splenectomy.  However,  one 
must  very  definitely  determine  that  we  are 
dealing  with  a primary  hematological  dis- 
order and  not  a secondary  condition.  Secon- 
dary hematologic  disorders  of  the  spleen  may 
be  due  to  toxins,  poisons,  drugs,  bacteria  and 
chemicals.  In  these  types  of  cases,  of  course, 
splenectomy  is  contraindicated  since  removal 
of  the  exciting  factor;  that  is  the  toxin,  the 
poison,  the  drug  or  the  chemical,  will  usually 
allow  for  a recovery.  In  the  primary  hema- 
tologic disorders,  that  is  in  those  disorders 


where  no  definite  cause  can  be  found,  splen- 
ectomy is  to  be  considered. 

Congenital  Hemolytic  Jaundice 

The  symptoms  of  congenital  hemolytic 
jaundice  consist  of  recurrent  jaundice  and 
splenomegalia.  The  spleen  in  this  condition 
is  quite  large  and  can  be  ten  times  normal 
size.  Besides  the  above,  anemia  and  hyper- 
bilirubinemia are  also  present.  The  labora- 
tory studies  in  this  condition  show  many 
spherocytes  among  the  red  blood  cells  and 
there  is  a diminished  resistance  to  hypotonic 
salt  solution.  One  of  the  important  complica- 
tions in  this  condition  is  a splenic  crisis 
which  may  occur  at  any  time  and  consists  of 
severe  jaundice  and  anemia  and  the  patient 
may  often  die  during  this  acute  crisis.  In 
approximately  75  per  cent  of  the  patients 
with  congenital  hemolytic  jaundice  gall 
stones  are  also  found. 

The  treatment  of  this  condition  is  splenec- 
tomy at  an  early  age  or  as  soon  as  the  diag- 
nosis is  made.  The  other  members  in  the 
family  should  be  studied  to  determine  wheth- 
er they  also  have  this  pathological  state. 
Blood  transfusions  in  this  condition  are  often 
followed  by  severe  reactions  and  therefore 
some  men  advise  against  giving  blood  trans- 
fusions until  the  spleen  has  been  removed. 
However,  if  the  patient  is  markedly  anemic 
it  is  often  necessary  to  give  transfusions  in 
order  to  prepare  the  patient  for  surgery. 

Idiopathic  Thrombocytopenic  Purpura 

This  condition  is  again  a pathological  state 
of  unknown  etiology.  The  symptoms  consist 
of  spontaneous  bleeding  which  may  occur  in 
the  nature  of  petechiae  as  well  as  ecchymoses 
of  the  skin,  including  the  arms,  abdomen  and 
legs,  plus  hemorrhage  from  the  mucosal  sur- 
faces. These  mucosal  hemorrhages  may  occur 
from  the  nose,  gums,  bowels,  kidneys  and 
vagina.  One  of  the  serious  complications  of 
idiopathic  thrombocytopenic  purpura  is  in- 
tracranial hemorrhage.  Because  of  this  com- 
plication early  accurate  diagnosis  and  sur- 
gical treatment  are  very  important.  At  the 
University  of  Iowa  in  1947  three  patients 
with  idiopathic  thrombocytopenic  purpura 
died  on  the  medical  service  from  intracranial 
hemorrhage  before  they  could  be  subjected 
to  surgery.  Following  this  occurrance  it  was 
the  policy  of  the  medical  and  surgical  service 
to  treat  as  an  emergency  any  case  of  proven 
idiopathic  thrombocytopenic  purpura  and  as 
soon  as  the  diagnosis  was  made  the  patient 
was  subjected  to  splenectomy  as  an  emer- 
gency procedure. 

The  diagnosis  of  idiopathic  thrombocyto- 
penic purpura  consists  of  purpura,  a defi- 
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ciency  of  platelets,  a prolonged  bleeding  time, 
poor  or  absent  clot  retraction,  normal  coagu- 
lation time  and  a positive  tourniquet  test. 
The  spleen  is  almost  never  enlarged  in  this 
condition.  Bone  marrow  studies  may  show 
many  megakarocytes.  As  stated  above  it  is 
important  to  differentiate  primary  thrombo- 
cytopenic purpura  from  the  secondary  types 
of  this  condition  which  may  be  due  to  chemi- 
cals or  drugs.  In  a late  AM  A Journal  a case 
of  thrombocytopenia  induced  by  sodium  para- 
amino-salicylic  acid  given  for  tuberculosis  is 
presented.  In  this  case  the  drug  was  stopped 
and  the  disease  was  cured. 

Splenectomy  in  idiopathic  thrombocyto- 
penic purpura  gives  favorable  results  in  70 
per  cent  or  more  of  the  patients.  One  of  the 
newer  concepts  in  the  treatment  of  this  con- 
dition is  the  use  of  Cortisone.  In  equivocal 
cases  some  men  advise  treatment  with  Corti- 
sone and  obtain  remissions  with  this  treat- 
ment. However,  the  complication  of  intra- 
cranial hemorrhage  still  hangs  over  these 
patients.  Wilson  advocates  the  use  of  Cor- 
tisone in  equivocal  cases  of  idiopathic  throm- 
bocytopenic purpura.  If  good  effects  are 
obtained  surgery  may  not  be  necessary  or 
surgery  may  be  delayed  until  the  patient’s 
general  status  is  improved.  In  serious  cases 
of  purpura  the  patient  is  treated  with  Cor- 
tisone preoperatively  until  his  general  condi- 
tion is  satisfactory  and  then  surgery  is  done. 
Before  surgery  is  done  on  these  patients  they 
may  have  to  be  prepared  with  blood  transfu- 
sions of  fresh  blood. 

If  splenectomy  does  not  produce  favorable 
results  in  this  condition  it  is  the  opinion  of 
Elliott  and  others  that  all  medical  measures 
should  be  used  first  before  re-operation  for 
accessory  spleens  is  contemplated.  These 
medical  measures  consist  of  putting  the  pa- 
tient an  ACTH  or  Cortisone.  If  after  this 
treatment  there  is  still  no  improvement  the 
patient  should  be  re-explored  and  accessory 
splenic  tissue  looked  for.  Of  course,  at  the 
time  of  the  original  splenectomy  all  acces- 
sory splenic  tissue  should  be  sought  for  and 
removed. 

Splenic  Neutropenia  and  Pancytopenia 
( Hypersplenism  ) 

What  is  hypersplenism?  As  stated  above, 
the  spleen  exerts  an  inhibitory  effect  on  bone 
marrow  hemopoiesis.  If  this  for  some  reason 
or  other  becomes  predominant  it  may  mar- 
kedly inhibit  one  or  all  of  the  blood  elements. 
For  example  — in  neutropenia  it  may  inhibit 
the  white  cells  — in  pancytopenia  it  may 
inhibit  the  white  cells,  the  platelets  and  red 


cells.  Bone  marrow  studies  in  hypersplenism 
may  show  various  conditions.  The  bone  mar- 
row may  either  be  normal  or  hyperactive. 
Of  course,  bone  marrow  studies  should  be 
done  in  all  cases  of  splenomegalia  due  to 
hematologic  disorders. 

In  primary  splenic  neutropenia  one  usual- 
ly finds  the  following  symptoms:  There  is 
usually  fever,  pain  over  the  spleen  and 
splenic  enlargement  besides  the  laboratory 
findings.  In  primary  splenic  pancytopenia 
we  will  find  leukopenia,  thrombocytopenia 
and  anemia.  In  these  two  conditions  splenec- 
tomy may  be  of  value.  One  must,  however, 
be  sure  that  we  are  dealing  with  a primary 
splenic  neutropenia  and  primary  splenic 
pancytopenia  and  not  the  secondary  type 
due  to  some  other  disease,  because  in  the 
secondary  types  splenectomy  is  not  usually 
of  value. 

Banli's  Disease 
( Congestive  Splenomegalia) 

Banti’s  disease  is  considered  to  be  due  to 
an  extrahepatic  portal  bed  block.  It  usually 
consists  of  splenomegalia  and  anemia.  The 
value  of  splenectomy  for  Banti’s  disease  is 
equivocal.  If  portal  hypertension  also  exists, 
of  course,  splenectomy  by  itself  is  not  in- 
dicated and  a porta-caval  shunt  must  be 
contemplated.  Lahey,  however,  believed  that 
in  Banti’s  disease  the  spleen  should  be  re- 
moved if  the  patient  can  tolerate  the  pro- 
cedure because  this  operation  removes  the 
hypersplenic  effect  of  the  enlarged  spleen 
and  also  removes  from  25  to  40  per  cent  of 
the  blood  entering  the  portal  circuit. 

Contraindications  For  Splenectomy 

Table  II  lists  the  contraindications  for 
splenectomy  as  stated  by  Puestow.  Myeloid 
metaplasia  or  agnogenic  myeloid  metaplasia 
of  the  spleen  is  considered  a contraindication 
for  splenectomy.  In  this  condition  it  is  felt 
that  the  spleen  has  taken  over  part  of  the 
hemopoiesis  because  of  the  hypoplastic  bone 
marrow  and  therefore  it  is  felt  by  many  that 
splenectomy  is  harmful  since  it  removes  part 
of  the  hemopoietic  system.  Yet,  at  the  Clini- 
cal Congress  of  the  American  College  of 
Surgeons  held  in  Chicago  in  1953  in  the 
panel  discussion  on  surgery  of  the  spleen 
it  was  pointed  out  that  splenectomy  had  been 
done  in  six  cases  of  agnogenic  myeloid  meta- 
plasia with  immediate  improvement  in  all 
cases  but  later  two  patients  had  recurrences. 

It  is  to  be  noted  that  with  the  exception 
of  traumatic  rupture  of  the  spleen  and  essen- 
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tial  thrombocytopenic  purpura  splenectomy 
is  rarely  indicated  in  the  absence  of  an  en- 
larged spleen. 

Surgery  Of  The  Spleen 

The  preoperative  care  in  splenectomy  is 
important.  There  should  be  a thorough  over- 
all evaluation  of  the  patient.  There  should 
be  a marrow  study.  The  blood  loss  should 
be  replaced.  At  the  time  of  surgery  not  one 
but  two  16  gauge  needles  should  be  in  place 
in  veins  for  intravenous  fluids  and  blood. 
Fresh  blood,  if  possible,  should  be  used  espe- 
cially in  thrombocytopenic  purpura  although 
bank  blood  is  acceptable.  Patients,  of  course, 
should  be  given  Vitamin  K and  C.  In  our 
opinion  the  patient  on  whom  a splenectomy 
is  done,  especially  when  the  spleen  is  large, 
should  have  a stomach  tube  inserted  pre- 
operatively.  This  tube  should  be  kept  in 
place  during  surgery  and  for  several  days 
after  surgery. 

The  anesthesia  in  splenectomy  is  impor- 
tant. The  ideal  anesthetic  is  one  which  will 
give  good  relaxation  and  contract  the  spleen. 
Spinal  anesthesia  causes  splenic  dictation 
and  is  not  therefore  routinely  used.  Cyclo- 
propane also  causes  slight  increase  in  the 
size  of  the  spleen.  It  is  felt  by  some  authori- 
ties that  ether  is  the  anesthetic  of  choice  in 
splenectomy  since  it  causes  constriction  of 
the  spleen  to  one-half  to  one-third  its  usual 
volume.  Endotracheal  tube  anesthesia  with 
ether  is  considered  by  many  as  the  safest 
anesthetic  for  this  procedure. 

Various  approaches  can  be  used  in  splenec- 
tomy. These  consist  of: 

1.  The  abdominal. 

2.  The  thoracic. 

B.  The  abdomino-thoracic. 

In  a good  number  of  cases  the  abdominal 
approach  is  used  and  in  many  cases  of  emer- 
gency surgery  this  is  the  approach  of  choice. 
The  type  of  incision  is  variable.  It  can  be 
either  a subcostal,  paramedian,  left  rectus, 
or  mid  line  incision.  We  prefer  the  left  sub- 
costal incision.  In  removing  the  spleen  the 
splenic  ligaments  are  isolated  and  doubly 
clamped.  The  gastrosplenic  ligament  espe- 
cially must  be  clamped  and  tied  because  it 
contains  the  vasa  brevia  vessels  which  if  not 
tied  will  cause  hemorrhage.  The  spleen  is 
then  mobilized  and  elevated  into  the  wound. 
The  splenic  pedicle  is  identified  and  the 
splenic  vessels  are  clamped  close  to  the  hilum. 
Some  men  feel  that  the  artery  and  veins 
should  be  clamped  separately,  the  artery  be- 
ing clamped  first  so  that  the  blood  from  the 
spleen  can  be  returned  to  the  circulatory 


system  via  the  vein  before  the  vein  is  clamp- 
ed. However,  it  is  usually  easier  to  clamp 
both  of  them  at  the  same  time.  The  spleen 
is  then  removed  and  the  vessels  doubly  tied. 
It  is  important  not  to  injure  the  tail  of  the 
pancreas  which  is  usually  in  close  proximity 
to  the  hilum  of  the  spleen.  If  there  is  an 
ooze  or  moderate  bleeding  from  the  diaphrag- 
matic surface  this  can  often  be  controlled  by 
a hot  pack.  As  stated  above,  it  is  important 
to  look  for  and  remove  accessory  spleens 
which  may  be  found  in  the  hilar  or  pan- 
creatic area.  Some  surgeons  feel  that  the 
splenic  artery  should  be  ligated  first  and 
ligate  same  through  the  gastrohepatic  or 
gastrocolic  ligament.  This,  of  course,  is  done 
mainly  in  cases  of  elective  splenectomy  and 
is  not  usually  used  in  emergency  removal  of 
the  spleen  such  as  in  rupture  of  the  spleen. 

The  transthoracic  approach  for  splenec- 
tomy has  come  to  the  fore  in  recent  years.  It 
has  its  advantages  and  disadvantages.  Blain 
feels  that  the  thoracic  approach  should  not 
be  used  in  thrombocytopenic  purpura  be- 
cause of  the  danger  of  a hemothorax.  He  also 
feels  that  if  splenectomy  is  done  in  Banti’s 
disease  this  approach  should  not  be  used 
because  of  the  fact  that  a porta-caval  shunt 
may  also  be  necessary.  In  the  transthoracic 
approach  the  left  chest  is  usually  opened 
through  the  8th  or  9th  intercostal  space  or 
the  left  9th  rib  is  resected.  The  diaphragm 
is  then  divided,  the  splenic  ligaments  are 
divided,  the  splenic  artery  and  vein  are 
clamped  and  ligated  and  the  spleen  is  re- 
moved. A catheter  drain  is  then  placed  in 
the  pleural  cavity. 

The  combined  abdomino-thoracic  approach 
is  also  used.  This  is  usually  used  in  situa- 
tions where  the  operation  is  started  with  a 
thoracic  incision  and  the  exposure  is  inade- 
quate so  the  incision  is  extended  into  the 
abdomen.  Again,  this  incision  is  used  where 
the  abdominal  approach  is  used  originally  but 
some  difficulty  is  encountered  and  the  inci- 
sion is  then  extended  into  the  thorax. 

The  postoperative  care  in  splenectomy  is 
also  very  important.  The  blood  loss  during 
surgery  must  be  replaced.  There  is  often 
an  oxygen  defficiency  in  these  patients  and 
therefore  they  should  be  given  oxygen  post- 
operatively.  The  lungs  should  be  kept  well 
aerated  and  the  patient  should  be  encouraged 
to  cough  in  order  to  prevent  atelectasis.  In- 
testinal decompression  with  a Levine  tube  in 
our  opinion  is  important  in  these  patients 
since  if  this  Levine  tube  is  not  in  place  or 
not  functioning  properly  acute  gastric  dilita- 
tion and  its  deleterious  results  may  follow. 
Intravenous  fluids  and  blood  are  given  as 
well  as  Vitamin  K and  C and  the  B-complex. 

(Continued  on  Page  460) 


OCTOBER,  1954 


SOUTHWESTERN  MEDICINE 


Page  451 


Monthly  Clinical  Pathological  Conference  of 
El  Paso  General  Hospital 

August  19,  1954 

Frederick  P.  Bornstein,  M.  I).,  Editor  — Case  No.  A-295 
Presentation  of  Case  by  I)r.  Ben  H.  Cooley 


Present  Illness 

This  was  the  first  El  Paso  General  Hospi- 
tal admission  of  this  77  year  old  white  male, 
who  was  in  fair  health  until  approximately 
eight  weeks  prior  to  admission  at  which  time 
he  noted  a rapid  swelling  of  the  abdomen 
occurring  over  a period  of  several  days.  With 
the  onset  of  the  swelling  he  also  noted  a dull 
aching  pain  in  the  right  upper  abdomen 
which  had  no  relation  to  eating,  respiration, 
or  position,  and  which  was  present  almost 
constantly.  In  addition  to  the  above  com- 
plaints the  patient  developed  shortness  of 
breath,  appearing  concomitantly  with  the 
abdominal  distention.  He  also  complained  of 
weakness,  malaise,  and  was  easily  fatigued. 
Frequent  eructation  and  excessive  flatulence 
were  also  noted.  The  patient  admitted  steady 
and  excessive  alcohol  intake  in  the  past,  but 
stated  that  he  had  drunk  only  moderately  in 
the  last  year.  He  had  spontaneous  epistaxis 
on  several  occasions  over  a period  of  six 
months.  He  had  no  nausea  or  vomiting  and 
no  jaundice  had  ever  been  noted.  Bowel  habits 
were  regular.  He  had  noted  no  blood  in  the 
stools  and  denied  having  hemorrhoids.  He 
had  had  no  swelling  of  the  feet  and  ankles, 
paroxysmal  nocturnal  dyspnea  or  orthopnea. 

Past  History  and  Family  History 

Non-contributory. 

Review  of  Systems 

Review  of  systems  is  negative  except  what 
is  mentioned  in  the  present  illness. 

Physical  Examination 

Temp. : 98.  Pulse : 88.  Resp. : 24. 

B.  P.:  110/78. 

General:  The  patient  was  an  emaciated, 
poorly  nourished  white  male  who  was  lying 
in  bed  and  who  appeared  chronically  ill.  The 
most  obvious  abnormality  on  superficial  in- 
spection was  the  tremendously  protuberant 
abdomen. 

Skin:  The  skin  was  of  a peculiar  greyish- 
white  color.  The  turgor  was  poor  and  the 
skin  was  dry  and  flaky.  No  spider  angiomata. 
There  was  no  jaundice. 


Figure  1 


E.  E.  N.  T. 

The  pupils  were  round,  regular  and  equal, 
but  reacted  poorly  to  light  and  accommoda- 
tion. Bilateral  arcus  senilis  was  present.  The 
ears  and  nose  were  negative.  The  tongue 
and  lips  were  dry. 

Neck:  The  neck  was  supple  with  no  masses 
or  adenopathy. 

Chest  and  Lungs:  There  was  an  increased 
AP  diameter  of  the  chest  with  hypertroso- 
nance  to  percussion  except  in  the  right  base 
posteriorly  where  dullness  was  present.  Tac- 
tile fremitus  and  breath  sounds  were  moder- 
ately decreased  bilaterally.  No  rales  or  rubs 
were  present. 

Heart:  The  PMI  was  not  palpable.  The 
left  border  of  cardiac  dullness  was  in  the 
fifth  interspace  one  cm  outside  the  midclavi- 
cular  line.  The  heart  rate  was  88,  the  rhythm 
regular.  No  murmurs,  shocks,  or  thrills  were 
present. 

Abdomen:  The  abdomen  was  markedly 
distended  with  dilated  superficial  veins  visi- 
ble in  the  abdominal  wall.  The  abdomen  was 
very  tense  with  a definite  fluid  wave  present. 
There  was  tenderness  to  palpation  in  the 
right  upper  quadrant,  but  no  organs  were 
palpable  through  the  tense  and  distended 
wall. 

Genitalia:  Pubic  hair  was  sparse,  and  both 
testes  were  small  and  soft. 

Rectum:  No  hemorrhoids  were  present. 
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The  prostate  was  very  small.  No  masses 
were  felt. 

Extremities:  The  muscles  were  atrophic 
with  poor  muscle  tone.  No  edema  was  pres- 
ent. Bilateral  palmar  erythmia  was  noted. 

Neurological:  The  neurological  examina- 
tion was  physiological. 

Laboratory  Findings 

Urinalysis:  Trace  of  albumin.  Specific 
Gravity:  1.020. 

Blood:  Hemoglobin  11.7  gms  per  cent. 
RBC  3.32  mm3.  WBC  8,500  with  73  per  cent 
polys,  23  per  cent  lymphs,  3 per  cent  monos, 
and  1 per  cent  eosins. 

Blood  Chemistry:  Total  protein  3.6  gms 
per  cent  ( 1 gm  per  cent  albumin,  2.6  gm  per 
cent  globulin).  Serum  bilirubin  1.62  mgs  per 
cent  (Total).  BSP  retention  45  per  cent  in 
45  minutes.  Cephalin  flocculation  2+  in  24 
hours  and  3+  in  48  hours.  BUN  45  mgs  per 
cent.  Repeat  BUN  25  mgs  per  cent. 

Course  in  Hospital 

The  patient’s  hospital  course  covered  fif- 
teen days. 

First  Hospital  Day:  The  patient  was  placed 
on  a high  protein,  high  carbohydrate,  low 
fat  diet  with  multivitamins  and  forced  fluids. 

Third  Hospital  Day:  The  patient  appeared 
some  improved  but  complained  of  pain  in  the 
right  upper  quadrant  and  shortness  of  breath. 
1,000  cc  of  10  per  cent  glucose  in  water  with 
vi-synerol  added  was  ordered  daily,  since 
the  patient  was  not  eating  well.  Salt  free 
pablate,  2 caps.  2 4 h p.r.n.  was  ordered  for 
pain. 

Fifth  Hospital  Day:  The  patient  was  much 
improved  and  his  state  of  hydration  had  re- 
turned to  normal.  The  patient  continued  to 
complain  of  pain  in  the  right  upper  abdomen. 


Seventh  Hospital  Day:  The  patient  was 
not  eating  well  and  the  abdomen  had  not  de- 
creased in  size.  A Levine  tube  was  put  in 
place  and  high  protein  tube  feeding  ordered 
four  times  daily.  Liver  extract,  lc-c,  and  vita- 
min B12,  1000  micrograms,  were  each  or- 
dered once  weekly.  1,000  cc  10  per  cent  glu- 
cose in  water  was  continued  I.  V.  daily. 

Ninth  Hospital  Day:  After  two  days  of  tube 
feeding  the  patient  vomited  approximately 
200  cc  of  bright  red  blood.  The  tube  was 
promptly  withdrawn  and  tube  feedings  dis- 
continued. The  patient  was  still  unable  to 
eat  and  maintenance  on  parenteral  feedings 
entirely  was  started.  In  addition  to  glucose 
and  electrolytes  amino  acids  were  given  I.  V. 

Tenth  Hospital  Day:  The  patient  looked 
extremely  bad  and  was  very  lethargic.  It 
was  decided  that  paracentesis  should  be  done 
for  symptomatic  relief  and  5,900  cc  of  dark 
yellow  ascitic  fluid  was  removed.  Specific 
gravity  was  1.010  and  cell  count  110  mm3. 
Fluid  was  sent  for  tumor  cell  block  and  re- 
ported negative.  After  the  fluid  was  removed 
the  liver  was  palpated  four  fingers  below  the 
right  costal  border  with  the  left  lobe  palpable 
two  fingers  below  the  xiphoid  process  and 
left  costal  margin.  The  liver  was  extremely 
hard  with  definite  nodules  palpable  over  the 
entire  surface.  The  patient  complained  of 
great  fatigue  following  the  procedure. 

Twelfth  Hospital  Day:  The  patient  lapsed 
into  coma  and  the  blood  pressure  fell  to 
50/30. 

Fifteenth  Hospital  Day:  The  patient  ex- 
pired quietly  without  regaining  conscious- 
ness. 

X-Ray  Discussion 
Dr.  Charles  MeVaugh: 

The  survey  film  of  the  abdomen  reveals 
small  bowel  distention.  It  does  not  have  the 
appearance  of  a mechanical  obstruction  at 
this  examination.  There  is  a noticeable  ab- 
sence of  large  bowel  distention ; but,  never- 
theless, I would  consider  this  probably  a 
paralytic  ileus  rather  than  a mechanical  ob- 
struction. There  is  an  overall  uniform  hazi- 
ness of  the  abdomen  which  largely  obliterates 
the  kidney  shadows.  The  psoas  shadows  can- 
not be  well  visualized  and  this  probably  is  in 
keeping  with  the  ascites.  I see  no  evidence 
of  metastatic  involment  of  the  bones ; and  I 
think  from  the  survey  film  of  the  abdomen 
the  only  conclusion  that  you  can  draw  here 
is  that  the  patient  has  fluid  in  the  belly 
and  paralytic  ileus. 

Differential  Diagnosis 
Doctor  Ben  Cooley: 

In  discussing  a case  of  this  kind,  it  might 
be  in  order  to  review  some  of  the  factors 
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entering  into  the  diagnosis  of  liver  disorders. 
First,  we  rely  on  the  history  of  the  case ; 
then  the  case ; then  the  physical  findings  and 
the  laboratory  results.  All  of  these  have  their 
shortcomings,  but  a good  history  and  physical 
examination  will  in  most  cases  give  you  the 
proper  diagnosis.  The  laboratory  tests,  if 
properly  selected  and  properly  done,  will  aid 
markedly  in  arriving  at  a proper  conclusion. 

The  laboratory  tests  are  selected  to  test 
the  various  functions  of  the  liver.  The  tests 
indicating  liver  cell  damage  are : Bromsul- 
faline  retention,  Cephalin  cholesterol  floccu- 
lation, Thymol  turbidity,  Albumin-globulin 
ratio,  Total  serum  cholesterol.  Tests  for  in- 
terference with  either  cell  function  or  bile 
flow  are:  Total  serum  bilirubin,  Urinary 
urobilinogen. 

The  tests  used  in  this  case  are:  Bromosul- 
faline  which  shows  a retention  of  the  dye  to 
be  45  per  cent  in  45  minutes  and  is  definitely 
pathological  and  can  be  relied  upon  because 
there  is  no  significant  jaundice.  The  Ceph- 
alin flocculation  test  is  2+  in  24  hours  and 
3+  in  48  hours,  and  this  is  also  pathologic, 
indicating  an  increase  in  gamma  globulin 
and  a decrease  in  albumin.  The  total  serum 
protein  is  less  than  6.0  gm  per  cent,  and  this 
indicates  liver  disease  if  the  albumin-globu- 
lin ratio  is  disturbed,  which  it  is  in  this  case. 
It  being  1 gm  per  cent  albumin  to  2.6  gm  per 
cent  globulin,  this  indicates  either  a reduced 
syntheis  of  albumin  or  an  increased  forma- 
tion of  globulin  by  the  reticuloendothelial 
system.  The  slight  increase  of  Serum  bili- 
rubin indicates  some  retention  of  bilirubin 
in  the  blood  stream,  or  more  commonly,  its 
regurgitation  from  the  smallest  biliary  pas- 
sages into  the  blood.  The  Blood  urea  nitro- 
gen is  elevated,  and  this  is  a frequent  finding 
in  association  with  the  reabsorption  of  nitro- 
genous substances  in  the  renal  tubules. 

From  the  viewpoint  of  the  findings  in 
this  case,  it  seems  to  point  to  a diagnosis  of 
portal  cirrhosis.  The  evidence  here  indicates 
that  the  process  involves  the  parenchymal 
tissues  of  the  liver  rather  than  the  excretory 
mechanism. 

Summarizing  the  case,  we  have  a patient 
that  is  elderly,  has  a history  of  alcohol,  and 
who  has  not  been  sick  very  long.  He  now  de- 
velops general  weakness,  gas  in  the  stomach 
and  bowels,  some  epistaxis.  Iiis  body  shrinks 
and  his  belly  swells;  he  develops  discomfort 
in  the  upper  right  quadrant,  and  shortness  of 
breath  without  edema  or  nocturnal  dyspnea. 
Most  patients  with  cirrhosis  develop  a secon- 
dary anemia,  hypoproteinemia,  with  an  albu- 
min-globulin ratio-reversal.  Cephalin  choles- 
terol flocculation  test  is  positive  indicating 
parenchymal  damage. 


Figure  3 


The  management  of  this  case,  as  I see  it, 
was  very  good  up  to  the  tenth  day.  This  is 
the  day  that  a paracentesis  was  performed 
and  5,900  cc  of  fluid  was  removed.  I believe 
that  there  was  too  much  fluid  removed  at 
this  time.  Care  should  be  exercised  in  the 
removal  of  large  quantities  of  fluids  from  the 
body.  Taking  small  amounts  frequently  and 
slowly  is  much  better.  In  patients  who  have 
been  on  a low  sodium  diet,  abdominal  para- 
centesis increases  the  danger  of  the  salt  de- 
pletion syndrome,  presumable  owing  to  the 
large  loss  of  sodium  in  the  ascitic  fluid.  This 
syndrome  is  manifested  clinically  by  weak- 
ness, lassitude,  muscle  cramps,  and  drop  in 
blood  pressure,  especially  a narrowing  of  the 
pulse  pressure.  This  therapeutic  procedure, 
I feel,  was  a contributing  factor  in  his  death. 

Doctor  F.  P.  Bornstein: 

Before  opening  the  general  discussion  I 
would  like  to  ask  the  staff  a question,  whether 
in  their  experience  is  it  common  for  a cir- 
rhosis of  the  liver  to  terminate  as  rapidly 
as  within  eight  weeks  after  the  appearance 
of  symptoms. 

Dr.  Branch  Craige : 

In  my  own  experience  I have  occasionally 
seen  cirrhotics  who  fail  rapidly,  particularly 
if  there  is  acute  hepatitis  superimposed  on 
the  cirrhosis.  The  differential  diagnosis  here 
seems  to  be  fairly  open  and  shut.  The  only 
thing  that  bothers  me  is  that  Dr.  Bornstein 
gave  us  the  case  so  there  must  be  some  other 
diagnosis  in  addition  to  the  perfectly  obvious 
one.  What  it  is  I don’t  know. 

Dr.  Jack  Postlewaite: 

I saw  this  case  with  no  particularly  dif- 
ferent opinions  except  two  or  three  things 
that  I thought  were  impressive. 

First,  it  is  the  case  of  painful  liver  dis- 
ease, and  second  it  is  a case  with  nodular 
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liver  disease  and  the  third  thing  the  patient 
died  in  coma.  These  are  three  problems  of 
interest.  Painful  cirrhosis  is  a rather  unusual 
event  unless  it  is  also  complicated  by  an 
infectious  liver  disease,  a toxic  liver  disease 
or  congestive  failure  with  passive  congestion 
of  the  liver,  and  thus  I would  like  to  add  one 
of  those  three  possibilities. 

Second,  nodular  liver  disease  seems  to 
somewhat  limit  the  field  to  a disease  of  the 
structural  tissue  in  which  scar  tissue  is  the 
important  problem  here.  I think  this  is  borne 
out  by  the  liver  function  tests  that  we  find. 

Third,  coma  means  some  rapid  reversal  of 
liver  function  ending  up  in  possibly  hepato- 
renal syndrome,  if  such  there  be;  but  cer- 
tainly the  great  problem  is  sudden  fluid  shift 
alluded  to  by  Dr.  Cooley  with  a coma  state 
and  irreversible  process. 

My  impression  is  there  was  a great  deal 
of  satisfaction  with  the  progress  Here  until 
this  tenth  day  at  which  time  the  case  went 
downhill  rapidly.  Now  it  may  be  that  repeat 
profile  of  the  liver  function  tests  would  have 
given  us  a clue ; and  perhaps  we  could  have 
stayed  off  the  sudden  crisis  by  using  emer- 
gency treatment,  which  is  usually  very  ade- 
quate and  very  good  when  we  use  it  in  ad- 
vance of  the  vomiting  of  blood  and  the  gastric 
intestinal  findings  plus  the  hepatic  coma. 

For  example,  the  liver  tests  that  I think 
Hanger  would  recommend  generally  are  the 
ones  that  are  simple,  economically  not  too 
expensive,  and  give  us  some  clues  quickly. 
Example,  the  cephalin  flocculation  which  was 
done  here.  I would  like  to  point  out  that 
cephalin  flocculation  relates  to  the  question 
of  alteration  of  the  gamma  globulin. 

The  second  test  done  here  was  a BSP 
retention  test  and  is  excellent  at  5 mg  per 
kilogram  of  body  weight.  The  specimen  is 
taken  at  45  minutes.  Now  in  our  hospitals 
in  El  Paso  they  are  taken  15  minutes,  30 
minutes,  2 mg  per  kilogram  of  body  weight 
and  there  is  nothing  standard  at  all  that  I 
can  see  in  the  various  hospital  laboratories. 
I think  this  is  an  error,  and  I think  that 
although  we  are  dealing  here  with  45  per  cent 
retention  we  ought  to  standardize  our  tests 
throughout  the  El  Paso  hospitals.  This  test 
though  has  its  inherent  errors.  One  example 
of  the  error  is  that  in  which  a jaundice  occurs 
and  thus  the  test  cannot  be  reliable  compared 
on  the  colormetric  basis  which  is  necessary. 
The  second  is  that  it  doesn’t  measure  any- 
thing. It  is  the  same  measurement  as  the 
bilirubin  test;  and  thus,  if  you  do  the  Van 
Den  Bergh,  you  are  going  to  get  essentially 
a comparable  reading.  However,  to  point  out 
a falsity  there,  the  Van  Den  Bergh  is  un- 
reliable in  as  much  as,  unless  there  is  some 
obstructive  phenomenon  or  an  alteration  in 


the  regurgitation  status  of  this,  one  does  not 
find  an  alteration  until  a rather  advanced 
disease  is  present.  The  other  test  done  is  the 
albumin-globulin  ratio,  and  Dr.  Cooley  de- 
scribed that  very  well. 

Third  test  I wanted  to  bring  up  was  the 
blood  urea  nitrogen.  One  is  at  odds  as  to 
why  the  blood  urea  nitrogen  was  altered  or 
so  positively.  The  initial  report  was  45  mg 
per  cent  and  returned  to  25  mg  per  cent  both 
of  which  are  elevated,  and  one  wonders  be- 
cause the  liver  is  part  of  the  urea  formation 
cycle  and  should  rather  be  low  instead  of 
elevated.  It  would  appear  as  though  dehy- 
dration was  part  of  this  factor.  It  was  cor- 
rected by  therapy,  but  one  is  at  a loss  as  to 
why  the  urea  nitrogen  persisted  high,  and 
perhaps  there  is  a renal  factor  which  is  not 
well  defined  by  this  study  that  we  have  here. 

Dr.  Carter: 

I believe  that  this  is  a clear  cut  case  in  all 
of  its  findings  including  the  laboratory  find- 
ings of  diffuse  hepatocellular  disease  as  the 
other  speakers  have  told  you,  which  in  this 
case  should  be  a Laennec’s  cirrhosis.  I would 
like  to  bring  out  the  one  thing  that  could  be 
added  considering  the  rapidity  of  the  develop- 
ment of  ascites,  the  rapidity  of  the  man’s 
death.  It  is  an  added  hepatoma  of  the  liver 
with  involvement  of  the  smaller  radicles  in 
the  liver  substance  which  would  add  to  the 
picture.  I don’t  know  of  anybody  that  would 
make  that  diagnosis  except  the  pathologist. 

Clinical  Diagnosis 

Cirrhosis  of  the  liver. 

Doctor  Cooley’s  Diagnosis 

Cirrhosis  of  the  liver. 

Anatomical  Diagnosis 

Adenocarcinoma  of  the  liver  arising  multi- 
centrically  in  cirrhotic  liver.  (Laennec  type) 

Pathological  Discussion 
Doctor  F.  P.  Bornstein: 

On  autopsy  we  found  the  body  of  a well 
developed  middle  aged  male.  The  sclerae 
were  markedly  icteric.  Upon  opening  the 
peritoneum  a large  amount  of  straw  colored 
fluid  was  removed.  The  margin  of  the  liver 
was  5 cm  below  the  costal  arch  and  had  a 
dark  brown  nodular  appearance  (Fig.  1). 
The  liver  weighed  1800  grams.  The  nodular- 
ity of  the  liver  was  somewhat  different  from 
that  found  in  an  ordinary  Laennec’s  cirrho- 
sis (Fig.  2).  There  were  numerous  tiny 
greyish-white  nodules,  in  addition  to  large 
hemorrhagic  ones.  This  permits  us  to  make 
a diagnosis  of  carcinoma  of  the  liver  arising 
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in  Laennec’s  cirrhosis.  This  type  of  carci- 
noma is  multicentric  in  origin  and  is  usually 
associated  with  a cirrhosis  of  the  liver  pre- 
ferably of  the  hemochromatosis  type.  As  far 
as  the  histological  types  of  carcinoma  are 
concerned  (Fig.  3),  they  have  been  divided 
into  carcinomas  of  the  liver  arising  from  the 
bile  ducts  and  those  arising  from  the  liver 
parenchyma.  However,  in  this  particular 
case  we  are  dealing  with  a type  of  carcinoma 
with  areas  suggesting  origin  of  both  types 
of  cells. 

This  is  not  the  only  case  of  carcinoma  of 
the  liver  which  we  have  had.  We  had  another 
very  similar  case,  and  in  addition  a case  of 
benign  adenoma  arising  in  the  cirrhosis  of 
the  liver,  so  that  there  are  gradations  from 
reaction  hyperplasia  to  adenoma  to  malignant 
tumor,  if  you  have  a liver  in  which  regene- 
ration is  stimulated  sufficiently. 

One  peculiarity  of  this  tumor  is  its  ex- 
treme hemorrhagic  tendency  which  seems  to 
be  fairly  recent  in  origin  and  may  explain 
the  elevated  NPN  of  the  patient. 

In  summarizing  then,  we  have  a man  here 
who  was  admitted  with  typical  symptoms  of 
portal  cirrhosis  but  died  rather  rapidly  for 
such  a condition,  the  explanation  being  that 
his  cirrhosis  was  complicated  by  a multi- 
centric adenocarcinoma. 

Dr.  Ben  Cooley : 

I would  like  to  impress  the  fact  that  your 
eyes  are  a valuable  adjunct  in  making  the 
diagnosis  by  looking  at  the  patient’s  eyes, 
looking  at  their  hands,  looking  at  their  ab- 
domen, looking  at  the  palms  of  their  hands. 
Also  recently,  it  has  been  brought  out  in 
Lancet,  an  article  relative  to  a white  base 
of  the  nail  in  hepatic  disorders.  So  I think 
we  can  go  a long  ways  by  looking  at  the 
patient  and  looking  him  over  and  correlating 
what  you  see  with  what  you  find  physically. 
Dr.  Carter,  I want  to  congratulate  you. 

Gamma  Globulin  Now  Available 
for  Pi  ’escriptions 

Gamma  Globulin,  for  the  prevention  of 
paralytic  polio,  measles  and  infectious  hepa- 
titis, will  be  available  on  dectors’  prescrip- 
tions through  regular  medical  supply  chan- 
nels after  October  1,  1954,  it  was  announced 
today  by  Lederle  Laboratories  Division, 
American  Cyanamid  Company.  Heretofore 
the  protective  blood  fraction  has  been  allo- 
cated by  the  Federal  Office  of  Defense  Mobil- 
ization to  local  departments  of  health  for  use 
in  polio  epidemic  areas  only.  The  processed 
supply  of  gamma  globulin  available  to  physi- 
cians this  year,  though  still  very  small,  is 
approximately  twice  as  large  as  last  year’s 
supply. 


Physician  - Minister  Meeting 
in  Lubbock 

All  physicians  and  ministers  in  the  South- 
west are  invited  to  attend  a lecture-clinic 
under  the  title,  “Serving  the  Suffering,”  pre- 
sented by  the  Directors  of  Methodist  Hospi- 
tal, Lubbock,  Texas  Oct.  7-8.  The  purpose  of 
the  meeting  is  to  help  physicians  and  minis- 
ters in  the  technique  of  treating  people  who 
are  ill  from  emotional  causes.  Dr.  Gilbert 
Marquardt,  well  known  member  of  the  fac- 
ulty of  Northwestern  University  Medical 
School,  Chicago,  Ilk,  will  give  four  lectures 
in  the  two  day  meeting.  Dr.  Russell  Dicks, 
Department  of  Pastoral  Care,  Divinity 
School,  Duke  University,  Durham,  North 
Carolina,  and  Editor  of  “Religion  and 
Health,”  will  also  give  four  lectures.  Ques- 
tion forums  will  follow  each  pair  of  lectures 
in  an  effort  to  set  future  patterns  of  train- 
ing to  promote  progress  in  this  relatively 
new  field. 

The  themes  for  the  four  lectures  by  each 
speaker  are:  (1)  “The  Roll  of  the  Doctor 
(or  Minister)  in  Helping  People  Who  Suffer 
from  Feelings  of  Anxiety,  Hostility,  and 
Guilt,”  (2)  “How  Ministers  (or  Doctors) 
Help  and  Hurt  the  Work  of  the  Doctor  (or 
Minister)  with  the  Sick  — Suggestions  for 
Closer  Co-operation,”  (3)  “Work  with  Alco- 
holics — Education,  Prevention,  and  Treat- 
ment,” (4)  “The  Doctor’s  Role  in  Caring  for 
the  Dying  — What  and  When  to  Tell  the 
Patient”  by  Marquardt  and  “The  Minister’s 
Role  in  Caring  for  the  Dying  — with  Atten- 
tion to  the  Family”  by  Dicks. 


Miscellaneous  Aphorisms  . . . 

(Continued  from  Page  445) 
however  well  he  and  his  wife  may  accept  it 
at  the  conscious  level.  It  is  equally  hard  on 
the  wife  to  learn  that  she  is  barren,  however 
kindly  the  hard  word  is  avoided ; and  unless 
she  has  some  condition  which  demands  treat- 
ment, she  should  never  be  given  cause  to 
think  herself  so.  By  taking  thought  we  can 
sometimes  avoid  creating  a situation  in  which 
the  husband  is  content  to  blame  his  wife,  or 
the  wife  feels  — whether  she  expresses  it 
openly  or  not  — resentment  towards  her  hus- 
band.” Leading  Article,  The  Lancet,  June  5, 
1954,  p.  1169. 

25.  “Perhaps  the  most  damaging  way  of 
telling  a patient  more  than  he  should  hear 
is  to  stand  at  his  bedside  and  instruct,  as 
though  across  a stone  effigy,  a class  of  stu- 
dents in  the  variety  of  misfortunes  to  which 
his  disorder  lays  him  open.”  Leading  Article, 
loc.  cit.,  p.  1170. 
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Early  Diagnosis  and  Treatment  of  Congenital 
Dislocation  of  the  Hip* 

By  Cecil  Robinson,  M.  D.,  Kermit,  Texas 


This  is  another  one  of  those  appeals  for 
early  diagnosis  and  treatment  that  fill  all 
such  clinical  meetings  as  this,  yet  it  is  the 
trend  toward  early  treatment  following 
early  recognition  that  has  changed  the  mean- 
ing of  so  many  of  our  words  in  medicine. 

As  a child,  to  me,  T.  B.  meant  advanced 
pulmonary  tuberculosis  and  the  prognosis 
was  poor.  Appendicitis  as  I knew  it  usually 
referred  to  ruptured  appendix  and  advanced 
peritonitis ; the  mortality  was  high.  Now 
the  words  “T.  B.”  and  “Appendicitis”  have 
entirely  different  meanings  as  well  as  prog- 
nosis. 

Congenital  dislocation  of  the  hip  was 
chosen  as  the  subject  of  this  paper,  but  this 
is  an  appeal  to  find  the  early  malformed  hip 
while  it  is  still  dysplastic  rather  than  to 
wait  until  a dislocation  has  actually  occur- 
red, and  the  head  of  the  femur  is  outside  the 
true  acetabulum. 

Incidence 

In  the  beginning,  I want  to  say  a word 
or  two  about  the  incidence.  Congenital  dis- 
located hips  and  their  complications  make 
up  about  two  per  cent  of  an  Orthopedic 
practice.  They  occur  in  about  two  to  three 
children  per  1000  births.  If  this  is  too  many 
children  to  examine  to  find  a dysplastic  hip, 
since  85  per  cent  of  them  occur  in  females, 
at  least  suspect  all  females  and  cut  the 
work  in  half.  The  incidence  is  very  rare  in 
Negroes.  Don’t  just  limit  the  examination 
to  female  Indians,  where  the  incidence  is  the 
highest. 

I would  like  to  approach  this  problem 
through  the  back  door  and  begin  with  the 
complications  of  late  treatment  to  show  the 
advantages  of  early  recognition  and  care. 

Late  in  life  a dislocated  hip  that  has 
otherwise  been  tolerable  and  fairly  useful 
becomes  so  painful  that  surgical  treatment 
is  demanded.  This  treatment  could  be  one 
of  the  newer  prosthetic  heads  in  a surgically 
formed  acetabulum  or  perhaps,  in  cases  of 
unilateral  dislocation  of  the  hip,  fusion 
would  be  the  procedure  of  choice.  In  both 
cases,  the  surgery  is  long,  the  time  lost  from 
work  and  the  cost  of  hospitalization  must 
be  considered.  Especially  in  the  prosthesis 
the  end  result  is  frequently  disappointing. 
Prosthetic  heads  attracted  a great  deal  of 
favorable  comment,  but  they  are  still  in  the 

* Presented  at  annual  meeting  of  D strict  One  Medical  As- 
sociation of  Texas,  Feb.  12,  1954,  at  Pecos,  Texas. 


experimental  stage.  The  exhibits  are  loaded 
with  new  and  different  heads.  New  instru- 
ments are  inviting.  So  many  techniques  are 
being  devised  that  we  must  conclude  there 
is  no  good  one  yet. 

If  surgical  intervention  is  demanded  at 
an  earlier  age,  some  form  of  changing  the 
weight  bearing  angle  of  the  femur  is  fre- 
quently used.  The  shaft  is  placed  under  the 
pelvis  where  it  gives  more  support  as  in 
the  Shantz  Osteotomy.  This  treatment  gives 
a great  deal  of  improvement  to  the  weight 
bearing  function  of  the  lower  extremity,  but 
it  is  not  without  its  failures.  It  also  requires 
long  loss  of  time  and  hospitalization.  This 
is  a good  operation  but  time  consuming  and 
exacting. 

Shelving  Operation 

Still  earlier  in  the  eight  to  fifteen  age  group 
the  surgical  treatment  of  choice  is  the  at- 
tempt to  reduce  the  dislocation  by  skeletal 
traction  followed  by  the  surgical  shelf  to 
deepen  the  acetabulum.  This  is  the  “shelv- 
ing operation.”  This  operation  has  met  with 
a great  deal  of  success,  but  it  too,  is  not 
without  its  failures : because  of  the  failure  of 
the  shelf  to  hold  the  head  in  the  weight  bear- 
ing line  of  the  pelvis.  Re-dislocations  com- 
plicate the  shelf  unless  derotation  osteotomy 
is  done  to  correct  the  excess  anteversion. 
Again  the  long  hospitalization  is  mandatory. 

From  infancy  to  eight  years  with  little 
to  no  acetabulum  visible  on  the  X-ray  study, 
a capsuloplasty  as  devised  by  Colonna  is 
sometime  the  operation  of  choice.  This  type 
of  surgery  reams  out  an  acetabulum  and 
places  the  dislocated  femoral  head,  with  the 
capsule  into  the  formed  acetabulum.  The 
surgical  technique  is  difficult  and  end  re- 
sults depend  upon  exacting  technique  and 
after  treatment.  The  indications  are  exact- 
ing and  narrow. 

There  are  other  indications  in  this  age 
group  including  the  “traction,  adductor  ten- 
otomy and  closed  reduction  procedure.” 

In  still  younger  group  beginning  about 
one  year  of  age  closed  reduction  under  ge- 
neral anesthetic  and  application  of  a frog 
leg  cast  with  the  hips  abducted  90  degrees 
and  flexed  90  degrees  and  knees  at  90  de- 
grees is  frequently  the  treatment  of  choice 
and  has  a great  advantage  over  the  open 
reductions  above.  However,  the  late  final 
results,  considering  the  re-dislocation,  the 
aseptic  necrosis  and  the  degenerative  ar- 
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thritic  changes,  leave  many  of  these  children 
with  only  a fair  to  poor  functioning  hip. 
Complete  anesthetic  is  required.  No  force 
should  be  used  to  avoid  the  complication  of 
aseptic  necrosis.  If  force  must  be  used, 
open  reduction  is  to  be  preferred. 

By  now  we  must  realize  that  surgical  re- 
duction is  second  choice  of  Orthopedic  Sur- 
gery. All  these  operations  have  their  as- 
sociated complications  and  ensuing  mediocre 
results  in  many  cases. 

Early  Recognition 

There  is  no  doubt  in  the  minds  of  those 
who  treat  many  Congenital  Dislocated  Hips 
that  the  best  physiological  results  follow  if 
there  is  early  recognition  in  the  pre-walking 
stage,  with  early  treatment  by  closed  re- 
duction. I would  like  to  especially  emphasize 
the  fact  that  more  hips  are  partially  dislocat- 
ed than  completely  dislocated.  These  are  the 
so  called  “subluxated”  hips.  These  can  be 
easily  recognized  by  the  inability  to  pas- 
sively abduct  the  flexed  hip.  This  procedure 
will  be  described.  The  treatment  at  this 
stage  is  extremely  simple  and  can  be  ac- 
complished with  a Frijka  pillow  or  metallic 
splint  without  anesthetic  or  manipulation. 
The  abducted  position  is  all  the  help  that 
nature  needs  to  allow  deepening  of  the  acet- 
abulum. 

This  simple  abduction  takes  care  of  90 
per  cent  of  the  hips  that  have  early  treat- 
ment due  to  the  early  recognition.  The  other 
10  per  cent  are  the  hips  that  are  in  com- 
bination with  other  gross  anomalies  such  as : 
Malformation  of  the  Vertebrae  or  Menin- 
goceles. Arthrogryposis  frequently  has  com- 
plicated a dislocated  hip.  These  anomalies 
are  self  evident  at  birth,  or  soon  after,  and 
it  is  not  upon  this  small  group  that  we  wish 
to  place  stress,  but  upon  the  larger  90  per 
cent  group  that  get  good  results,  when  not 
overlooked.  If  we  are  to  get  good  results, 
we  must  find  these  hips  before  walking  age, 
preferably  in  the  earlier  months  of  life  and 
begin  treatment  when  the  condition  is  found. 

Clinical  Findings 

The  time  of  the  first  examination  is  of 
course  at  birth.  At  this  time  many  of  the 
dislocated  hips  in  the  group  associated  with 
other  gross  anomalies  will  be  found.  At  the 
six  weeks,  three  months  and  six  months, 
“check-up”  examinations  the  possibility  of 
a poorly  formed  hip  must  be  kept  in  mind 
if  these  hips  are  to  have  early  recognition 
and  treatment.  Our  Southwest  climate  seems 
to  have  some  effect;  so  we  should  be  more 
alert  here.  Families  with  previously  known 
congenital  dislocations  should  be  more  prone 
to  future  dislocations. 


After  suspecting  dislocation: 

Examine  the  non-crying  child  who  is  in  a 
warm  room  with  good  lights.  The  late  Ver- 
non J.  Hart  described  13  signs.  These  may 
be  summarized  as  follows: 

1.  Place  the  child  on  his  back  on  a flat 
table  with  the  knees  and  hips  flexed.  Look 
for  apparent  shortening  of  one  extremity  by 
sighting  over  the  knees,  observe  the  creases 
in  the  groin,  labia,  adductor  folds  and  but- 
tocks. See  if  the  creases  are  asymmetrical, 
increased  in  depth  or  placed  more  toward 
the  child’s  head.  Remember  that  the  ap- 
parent shortening  is  much  to  be  stressed  as 
creases  are  superficial.  If  both  hips  are  dis- 
located or  dysplastic  the  test  does  not  help 
but  will  be  found  later. 

2.  Note  the  attitude  of  the  extremities. 
Are  they  rotated  symmetrically  or  is  one 
more  in  outward  rotation  with  increased 
flexion  at  the  thigh  and  abducted? 

3.  With  the  thumbs  on  the  medial  side 
of  the  child’s  knees  and  the  fingers  extend- 
ing down  the  thighs,  abduct  the  thighs 
toward  the  table  while  medial  pressure  is 
on  the  trochanter.  Note  the  amount  of  ab- 
ductor contracture  and  feel  for  a jerk  or 
click  as  the  head  enters  the  acetabulum. 
Both  thighs  should  abduct  within  15  degrees 
of  the  table  top.  The  one  that  does  not  ab- 
duct is  the  offender. 

4.  Turn  the  child  on  his  abdomen.  Again 
observe  the  gluteal,  popliteal  and  ankle 
creases  for  asymmetry,  increase  in  depth 
and  for  creases  placed  more  toward  the 
baby’s  head. 

5.  Look  for  an  increase  in  the  promi- 
nence of  the  lateral  aspect  of  the  hip. 

6.  Feel  for  the  head. 

7.  Note  the  absence  of  pain,  inflamma- 
tion and  muscle  spasm. 

It  is  beyond  the  scope  of  this  paper  to 
describe  the  X-ray  diagnosis  in  detail  includ- 
ing the  measurement  of  anteversion.  Most 
of  you  will  want  to  take  at  least  an  AP  view 
of  the  pelvis  and  I want  to  give  the  word 
of  caution  to  place  the  child  on  his  back  with 
the  legs  together,  the  hips  extended  and  the 
patellae  forward.  The  tube  must  be  centered 
over  the  symphisis  pubis.  External  or  in- 
ternal rotation  must  not  be  tolerated. 

Shenton’s  line  is  another  criteria  to  ob- 
serve. It  is  an  imaginary  curve  continued 
from  the  inferior  surface  of  the  neck  of  the 
femur  to  the  superior  ramus  of  the  pubis. 
This  curve,  if  disturbed,  is  presumptive  of 
subluxation  of  the  hip.  In  reading  these 
X-rays  remember  that  in  infants  the  femoral 
head  is  cartilaginous  and  must  be  filled  in, 
either  with  pencil  or  imagination. 

(Continued  on  Page  462) 
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Surgical  Closure  of  Atrial  Septal  Defect: 
Physiological  Considerations 

By  Walter  T.  Goodale,  M.  D.,  Roger  B.  Hickler,  M.  D.,  and  Alexander  S.  Nadas,  M.  D., 

The  Children’s  Medical  Center,  Boston 


Patients  disabled  by  primary  atrial  septal 
defects,  who  show  low  pulmonary  vascular 
pressures  and  large  left-to-right  shunts,  are 
accepted  as  candidates  for  surgical  closure 
of  the  defect.  Cardiac  catheterization  has 
shown  that  where  the  shunt  is  more  than  10 
liters  per  square  meter  of  body  surface,  or 
where  the  ratio  of  pulmonary  artery  flow 
to  aortic  flow  is  more  than  3 to  1,  the  left 
and  right  atrial  pressures  are  nearly  iden- 
tical with  no  more  than  1 mm.  pressure  dif- 
ferential. The  atrial  hemodynamics  thus 
approach  those  of  a common  atrial  chamber 
with  some  venous  blood  passing  into  the  left 
ventricle  because  of  sheer  mixing,  to  produce 
slight  arterial  oxygen  unsaturation. 

Atrial  Septal  Defects 

Dow  and  Maloney1  showed  that  creating 
atrial  septal  defects  in  dogs  actually  abolish- 
es the  4-5  mm.  pressure  gradient  normally 
existing  between  left  and  right  atria  with 
septum  intact.  The  huge  shunts  observed  in 
these  cases  thus  cannot  be  related  either  to 
pressure  differential  across  the  defect2  or 
gravitational  factors  involving  the  slight 
differences  in  position  of  the  two  atria,3  for 
the  larger  the  shunt  the  more  infinitesimal 
the  interatrial  pressure  gradient.  The 
amount  of  shunt  in  these  cases  is  actually 
determined  by  the  pressure-volume  filling 
and  emptying  characteristics  of  the  two 
ventricles.  Ventricular  filling  resistance  is 
determined  by  the  resistance  to  ventricular 
ejection,  which  in  turn  is  governed  by  the 
total  resistance  to  blood  flow  through  the 
pulmonary  circulation  for  the  right  ventricle, 
and  the  systemic  circulation  for  the  left  ven- 
tricle. The  left  and  right  ventricles  develop 
adaptive  anatomical  differences  related  to 
the  marked  difference  in  pressure  work  re- 
quired of  them.1 

Left  Ventricle 

The  left  ventricle  develops  as  a thicker 
wall  with  less  distensibility  and  less  volume 
at  a given  pressure  than  the  right  ventricle, 
related  to  the  fact  that  total  systemic  resist- 
ance and  mean  pressure  is  normally  five  to 

♦These  condensed  reports  printed  by  permission  of  The  New 
England  Cardiovascular  Society. 


six  times  that  of  the  pulmonary  circuit. 
The  hypertrophic  left  ventricular  muscle 
even  “embraces”  the  mitral  valve,  producing 
a smaller  ventricular  inflow  orifice  than  is 
offered  by  the  tricuspid  valve.4  Thus,  when 
the  ventricles  fill  from  a functionally  com- 
mon pressure  chamber  caused  by  a large 
atrial  septal  defect,  these  anatomical  dif- 
ferences become  physiologically  apparent  as 
unequal  volumes  of  filling  and  empyting.1 
Stroke  volume  from  the  readily  distensible 
right  ventricle  into  the  low  pressure  pulmon- 
ary circuit  may  be  as  much  as  five  times  the 
simultaneous  left  ventricular  stroke  volume 
against  the  relatively  high  peripheral  resis- 
tance, with  virtually  identical  filling  pres- 
sures in  the  intercommunicating  atrial 
chambers. 

Left-to-Riglit  Shunts 

In  such  cases  with  large  left-to-right 
shunts,  the  aorta  is  usually  hypoplastic  and 
the  pulse  pressure,  systolic  blood  pressure, 
and  systemic  blood  pressure  often  critically 
reduced.  As  a result,  these  patients  are 
often  underdeveloped  with  symptoms  refer- 
able to  a reduced  total  systemic  blood  flow. 
Thus,  congestive  failure  is  common,  probably 
potentiated  by  reduced  coronary  blood  flow, 
impaired  renal  clearance  of  salt  and  water, 
and  increased  oxygen  demands  of  the  over- 
worked right  ventricle. 

Patients  with  atrial  septal  defect  as- 
sociated with  pulmonary  vascular  hyperten- 
sion cannot  develop  large  left-to-right  shunts 
because  of  an  associated  obstruction  to  blood 
flow  through  the  lungs;  the  atrial  shunt 
here  is  usually  bidirectional.  Increased  resis- 
tance is  probably  due  to  varying  degrees  of 
the  following  abnormalities  found  at  post 
mortem : 1 ) Persistence  or  reappearance  of 
the  medial  muscular  hypertrophy  which  is 
seen  normally  in  fetal  pulmonary  arterioles; 
2)  Diffuse  obstructive  pulmonary  vascular 
disease;  and  3)  Multiple  thromboses  scat- 
tered throughout  small  pulmonary  vessels. 
Pulmonary  arterial  pressure  frequently  ap- 
proaches systemic  arterial  pressure,  produc- 
ing increasing  bidirectional  mixing  and 
shunting  in  the  intercommunicating  atrial 
chambers.  Occasionally  pulmonary  resis- 
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tance  may  actually  exceed  systemic  resis- 
tance, producing  a complete  reversal  of 
shunt  and  right  ventricular  failure. 

Pulmonary  Hypertension 

The  causes  of  pulmonary  hypertension  in 
patients  with  atrial  septal  defect  are  un- 
known. There  is  no  good  correlation  between 
the  incidence  of  pulmonary  vascular  disease 
and  the  size  or  duration  of  the  atrial  defect 
or  shunt.  Many  of  the  patients  with  pulmo- 
nary vascular  obstruction  are  in  the  younger 
age  group  and  may  possibly  have  carried 
this  associated  pulmonary  lesion  even  from 
birth.  No  one  has  ever  documented  a case 
that  progressed  from  normal  pulmonary 
pressure  to  pulmonary  hypertension.  There 
is  thus  no  good  evidence  favoring  surgical 
closure  of  an  atrial  septal  defect  to  prevent 
subsequent  possible  pulmonary  vascular  dis- 
ease, at  least  until  the  operative  mortality 
has  been  minimized  and  the  natural  history 
of  the  large  shunt  cases  clarified. 

Surgical  Closure 

Once  pulmonary  vascular  disease  has  al- 
ready developed,  the  rationale  for  surgical 
closure  is  even  less  definite.  One  must  pre- 
suppose that  elimination  of  a small,  usually 
bidirectional  shunt  could  somehow  lead  to  a 
reversal  of  the  progressive  and  usually  fatal 
pulmonary  vascular  disease.  Meanwhile 
operative  mortality  in  this  group  is  ap- 
parently discouragingly  high,  since  many 


of  them  are  severely  disabled  and  probably 
already  have  p ulmona  r y intravascular 
thromboses.  Some  of  these  cases  may  actually 
represent  primary  pulmonary  vascular  dis- 
ease with  a right-to-left  shunt  through  a 
patent  foramen  ovale  reopened  by  elevated 
right  atrial  pressure.  Small  shunts,  and  in 
fact  some  large  ones,  appear  to  be  not  in- 
compatible with  a normal  life  span  and  ac- 
tivity. Atrial  septal  defects  secondary  to 
marked  pulmonic,  tricuspid,  or  mitral  valve 
obstruction  or  atresia  should  not  be  closed 
primarily,  since  they  partially  compensate 
for  the  primary  lesion. 

Four  Cases 

Four  cases  studied  before  and  after  closure 
of  their  atrial  septal  defects  showed  the  fol- 
lowing significant  changes:  (See  Table) 

1)  Elimination  or  marked  reduction  in 
the  left-to-right  shunt. 

2)  Marked  lowering  of  right  ventricular 
work. 

3)  Reduced  right  atrial  filling  pressure. 

4)  Definite  increase  in  systemic  stroke 
work,  although  total  systemic  work 
was  not  increased  in  all  cases  due  to 
contrary  changes  in  pulse  rate. 

In  summary,  closure  of  an  atrial  septal 
defect  is  being  recommended  in  patients 
disabled  by  a large  left-to-right  shunt  with 
a low  pulmonary  vascular  resistance. 


EFFECT  OF  SURGICAL  CLOSURE  OE  ATRIAL  SEPTAL  DEFECTS 


Left-to-Right 
Shunt  Index 
L/m2/min. 


Right  Ventricular 
Work  Index 
KgM/m2/min. 


Right  Auricular 
Pressure 
mm.  Hg. 


Left  Ventricular 
Work  Index 
KgM/m2/min. 


Left  Ventricular 
Stroke  Work 
Gm.M/m3/min. 


Patient 

preop. 

postop. 

pre. 

post. 

pre. 

post. 

pre. 

post. 

pre. 

post. 

G.  S. 

8.6 

0.75 

3.9 

1.4 

10 

4 

3.8 

8.6 

44 

82 

G.  C. 

14.7 

4.4 

8.8 

1.9 

11 

3 

2.3 

3.0 

22 

30 

S.  W. 

11.4 

0 

2.9 

1.1 

5 

3 

6.3 

6.1 

50 

77 

D.  S. 

20.6 

0.8 

6.1 

1.0 

5 

2 

5.9 

4.5 

43 

59 

MYASTHENIA 

GRAVIS 

and  facial 

muscles 

are  first 

involved, 

giving 

Orthopedic  Aspects  of  Myasthenia  Gravis 

Am.  Acad.  Orthopedic  Surgeons  Invest. 
Course  Lectures.  Vol.  IV,  1952, 

J.  W.  Edwards,  Ann  Arbor,  Mich. 

Myasthenia  gravis  is  not  a rare  condition 
and  in  its  mild  form  is  frequently  diagnosed 
as  “nervous  fatigue”  or  neurasthenia.  Ab- 
normal fatigue  of  voluntary  muscles  charac- 
terizes the  myasthenic.  The  extraocular,  lid 


the  patient  a sleepy-eyed,  sad  expression. 
Diagnosis  is  made  by  giving  15  mg.  neostig- 
mine bromide  orally  three  times  daily  with 
meals.  If  such  therapy  increases  muscle 
strength  the  patient  is  probably  suffering 
from  myasthenia  gravis.  Response  and  toler- 
ance to  neostigmine  are  proportional  to  the 
degree  of  myasthenia.  Side  effects  produced 
by  neostigmine  may  be  overcome  by  oral 
administration  of  atropine. 

Clinical  Clippings,  January,  1953. 
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Surgical  Closure  of  Atrial  Septal  Defects: 

Operative  Technique 

By  Elton  Watkins,  Jr.,  M.  D., 

The  Children’s  Medical  Center,  Boston 


The  operative  technique  entails  the  use 
of  a funnel-shaped  rubber  bag,  open  at  each 
end,  which  is  sutured  to  the  side  of  the  right 
atrium.  With  such  an  appliance  in  position, 
the  side  of  the  right  atrium  can  be  opened 
widely  with  suitable  retractors.  Blood  rises 
within  the  rubber  cylinder  to  the  level  of 
atrial  pressure  as  the  heart  continues  to 
maintain  circulation  in  a satisfactory  man- 
ner. 

Experimentation 

Considerable  animal  experimentation  has 
demonstrated  that  required  circulatory 
adaptations  are  slight  during  such  opening 
of  the  side  of  the  heart,  and  that  consequent- 
ly a number  of  different  types  or  septal  de- 
fect suturing  and  grafting  procedures  may 
be  executed  deliberately  by  feel  beneath  the 
surface  of  the  blood  pool  contained  in  the 
rubber  appliance.  The  versatility  and  ac- 
curacy afforded  by  such  a technique  is  im- 
portant since  our  experience  in  humans 
indicates  that  each  patient  presents  varying 
properties  of  septal  defect  size  and  location. 
Consequently  each  patient  is  a unique  sur- 
gical problem  requiring  different  methods 
of  defect  closure,  either  by  direct  suturing 
or  by  suture  fixation  of  onlay  grafts,  or  even 
requiring  combinations  of  such  methods 
for  expeditious  closure  of  the  malformation. 
We  prefer  to  close  small  defects  by  simple 
suture  coaptation  of  the  defect  edges  and 
to  treat  larger  defects  (in  which  there  is 
any  doubt  as  to  the  possible  success  of  suture 
coaptation)  by  suture  fixation  of  discs  of 
pliable  polyethylene  film  to  obliterate  the 
septal  orifice.  In  experimental  animals  such 
areas  of  closure  have  been  rapidly  covered 
by  firm  thrombus  and  new  endothelium 
without  demonstrable  embolization. 

Deaths 

Deaths  in  the  small  human  series  have 
been  the  result  of  the  following  factors : 

(a)  application  of  plastic  screw-on  but- 
tons to  occlude  defects  with  an  incomplete 
margin  of  septal  tissue,  (these  insecurely- 
placed  buttons  migrated  out  of  position)  ; 

(b)  closure  of  defects  in  patients  with 
severe  pulmonary  hypertension,  pre-exist- 
ing pacemaker  abnormality,  pulmonary  ve- 
nous transposition,  or  mitral  valve  deformi- 


ty associated  with  low-lying  septal  defect. 
Regardless  of  the  type  of  defect  and  as- 
sociated conditions  encountered,  the  actual 
attachment  of  the  rubber  well  to  the  heart, 
and  the  opening  of  the  heart  for  a period  of 
time  long  enough  to  permit  execution  of 
defect  closure,  has  been  satisfactorily  tol- 
erated by  every  patient.  In  one  instance, 
opening  the  heart  was  well  tolerated  for  over 
two  hours. 

Four  Children 

In  each  of  four  children  presenting  un- 
complicated interatrial  defects  high  or  cen- 
tral in  the  septum,  recovery  has  been  un- 
eventful after  the  defect  was  closed  by  suture 
coaptation  or  by  suture  fixation  of  a poly- 
ethylene disc.  In  these  patients  there  has 
been  a transient  period  of  fluid  retention 
and  oliguria  during  the  first  4 to  6 days 
after  operation.  The  cause  of  this  syndrome 
is  obscure.  Congestion  has  been  controlled 
by  careful  measurements  of  intake  and  out- 
put, and  limitation  of  fluid  intake  to  just 
compensate  for  measured  and  estimated 
insensible  loss.  Following  this  period  of  ad- 
justment, exercise  tolerance  and  growth 
rate  have  increased. 


Indications  for  Splenectomy 

(Continued  from  Page  450) 

Early  ambulation  is  important  in  these  pa- 
tients to  prevent  phlebitis  and  also  to  prevent 
pulmonary  complications.  Thromo-phlebitis 
is  considered  by  some  to  be  commoner  after 
splenectomy  and  therefore  it  must  be  watched 
for  very  carefully. 

Conclusions 

Early  splenectomy  is  indicated  in  trauma 
to  the  spleen.  Splenectomy  for  hematologic 
disorders,  however,  should  be  done  only  after 
careful  and  thorough  evaluation  of  the  pa- 
tient. 
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Intracardiac  Left- to -Right  Shunt  With 
Moderate  Pulmonic  Stenosis 

By  Abraham  M.  Rudolph,  M.D.,  Alexander  S.  Nadas,  M.D.,  and  Walter  T.  Goodale,  M.D., 

The  Children’s  Medical  Center,  Boston 


Nine  cases  of  intracardiac  left-to-right 
shunt  with  moderate  pulmonic  stenosis  were 
encountered  during  the  course  of  selection 
of  patients  for  surgical  treatment  by  means 
of  cardiac  catheterization. 

The  six  cases  of  atrial  septal  defect  and 
pulmonic  stenosis  showed  cardiomegaly,  a 
soft,  normally  split  second  pulmonic  sound, 
a loud  systolic  murmur  with  thrill  in  the 
pulmonic  area,  and  a mid-diastolic  murmur 
at  the  apex. 

Two  Cases 

The  two  cases  of  ventricular  septal  defect 
and  one  of  atrioventricularis  communis,  in 
association  with  pulmonic  stenosis,  showed 
cardiomegaly,  a soft  or  normal  second  pul- 
monic sound,  a loud  systolic  murmur  with 
thrill  along  the  upper  and  lower  left  sternal 
border,  and  a mid-diastolic  apical  murmur. 

The  electrocardiogram  uniformly  showed 
incomplete  right  bundle  branch  block  with 
right  ventricular  hypertrophy ; and  radio- 


logical examination  revealed  moderate  to 
marked  cardiomegaly  with  pulmonary  vas- 
cular engorgement. 

Studies  by  means  of  cardiac  catheterization 
revealed  significant  left-to-right  shunts  in 
all  instances,  with  lesser  degrees  of  right- 
to-left  shunt  in  three  cases  with  atrial  septal 
defect.  Associated  pulmonic  stenosis  of  mo- 
derate degree  was  also  found,  with  systolic 
gradients  across  the  pulmonic  valve  of  15-60 
mm.  of  mercury. 

Close  Relationship 

A fairly  close  relationship  could  be  de- 
monstrated between  the  estimated  pulmon- 
ary valve  size,  the  pulmonary  valve  resis- 
tance, the  right  ventricular  pressure,  and 
the  left-to-right  shunt.  The  smaller  the  valve 
size  and  larger  the  resistance,  the  higher 
was  the  right  ventricular  pressure  and 
smaller  the  left-to-right  shunt. 

Surgical  intervention  on  the  pulmonic 
stenosis  does  not  seem  to  be  justified  in  view 
of  the  mildness  of  the  stenosis;  but  closure 
of  the  auricular  defect  may  be  advisable. 


Kidney  Function  in  Congestive  Heart  Failure 

By  Jack  Metcoff,  M.  D., 

The  Children’s  Medical  Center,  Boston 


A detailed  evaluation  of  kidney  function 
was  carried  out  in  a 1 6/12  year  female  with 
congestive  heart  failure  from  idiopathic  in- 
terstitial myocarditis.  Particular  emphasis 
was  placed  upon  renal  hemodynamics  and 
reabsortion  of  sodium. 

Changes  in  renal  function  were  observed 
to  be  characteristic  of  congestive  heart 
failure.  Glomerular  filtration  rate  and  renal 
plasma  flow  were  both  reduced,  but  with 
relatively  greater  decrease  in  the  latter  and 
therefore  the  filtration  fraction  was  marked- 
ly elevated.  Effective  tubule  plasma  flow 
was  reduced  Hemodynamic  calculations  re- 
vealed a marked  increase  of  all  intrarenal 


resistances  (160-550%  of  normal).  The  cal- 
culated renal  venular  resistance  was  in- 
creased least.  Studies  of  the  excretion  of 
an  intravenously  infused  sodium  load  indi- 
cated that  the  principal  factor  impeding 
prompt  excretion  of  this  sort  of  load  was 
diffusion  into  the  expanded  extracellular 
fluid,  not  increased  reabsorption  of  filtered 
sodium,  during  the  period  of  observation. 

These  observations  were  discussed  in  re- 
lation to  current  concepts  of  edema  in  con- 
gestive failure.  The  data  were  used  to  in- 
dicate the  complexity  of  the  problem  and 
the  inadequacy  of  current  hypotheses  to  ac- 
count for  the  role  of  the  kidney  in  this  sort 
of  edema. 
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Conference  on  Recent  Advances  in  Medicine 
to  be  Held  in  Phoenix 


Southwestern  physicians  are  being  invited 
to  attend  the  first  annual  series  of  lectures 
entitled  the  “Maricopa  County  Conference 
on  Recent  Advances  in  Medicine”  it  has  been 
annonuced  by  Donald  A.  Poison,  M.  D.,  presi- 
dent of  the  Maricopa  County  Medical  So- 
ciety of  Arizona.  The  initial  conference  will 
be  held  at  the  Arizona-Biltmore  Hotel  in 
Phoenix  on  November  3 and  4,  1954. 

In  issuing  the  invitation  through  the  pres- 
ident of  each  County  Society  Doctor  Poison 
said  “we  feel  that  attendance  by  physicians 
from  adjacent  County  Societies  in  our  neigh- 
bor states  will  make  the  conference  of  con- 
siderable importance  in  maintaining  the 
caliber  of  medical  standards  in  this  area  of 
the  country.” 

“Physicians  from  New  Mexico,  West  Texas, 
Arizona,  San  Diego  and  Sonora,  Mexico,  are 
being  invited.  We  are  expecting  an  excellent 
representation  from  the  Southwest  and  Paci- 
fic areas.” 

Authorities  in  their  field  presenting  papers 
at  the  meeting  will  be  Paul  Starr,  M.  D.,  of 
Los  Angeles;  George  C.  Griffith,  M.  D.,  of 
Pasadena;  Marcus  Krupp,  M.  D.,  of  Palo 
Alto  and  Gordon  Meiklejohn,  M.  D.,  of  Den- 
ver. Doctor  Starr  is  Clinical  Professor  of 
Medicine  at  the  University  of  Southern  Cali- 
fornia. He  will  speak  on  “Recent  Advances 
in  Endocrine  and  Metabolic  Diseases.” 

Doctor  Griffith  is  Professor  of  Medicine 
Coordinator  of  Cardiovascular  Diseases  at 
the  University  of  Southern  California.  His 
subject  will  be  “Recent  Advances  in  Heart 
Diseases.”  Doctor  Krupp,  Director  of  Labora- 
tory Medicine  at  the  Palo  Alto  Clinic  will 
speak  on  “Recent  Advances  in  Liver  and 
Kidney  Function  Tests.”  Doctor  Meiklejohn 
is  Professor  of  Medicine  at  the  University 
of  Colorado.  He  will  present  “Recent  Ad- 
vances in  Virus  Disease.” 

General  Discussion  will  follow  each  lecture. 

Doctor  Robert  A.  Price,  Chairman  of  the 
Educational  Committee,  Arizona  Academy  of 
General  Practice,  has  announced  that  the 
Conference  has  been  approved  for  formal 
Post  Graduate  training.  Members  of  the 
Arizona  Academy  of  General  Practice  will 
be  allowed  credit  for  each  hour  of  atten- 
dance. 

The  registration  fee  will  be  $10  for  each 
participant.  The  Arizona-Biltmore,  offering 
every  resort  facility,  is  making  a special 


rate  for  conference  guests  of  $22.50  per 
person,  American  plan.  Any  inquiries  about 
the  conference  should  be  addressed  to  James 
Barger,  M.  D.,  Maricopa  County  Medical 
Society,  2025  N.  Central  Avenue,  Phoenix. 


Early  Diagnosis  and  Treatment... 

(Continued  from  Page  457) 

If  a lateral  film  is  to  be  made,  and  it  is 
necessary  for  satisfactory  evaluation,  the 
usual  technique  is  not  adequate.  To  estimate 
the  amount  of  anteversion  the  film  should 
be  made  on  a “lateral”  frame.  This  holds 
the  child  in  a semi-sitting  reclining  position 
with  the  back  30  degrees  from  the  table  top. 
The  leg  is  abducted  30  degrees  at  the  hip 
with  the  knees  pointing  to  the  ceiling.  The 
frontal  plane  of  the  knee  is  parallel  with  the 
table  top.  The  unaffected  extremity  is  flexed 
and  abducted  to  allow  the  X-ray  tube  to  point 
to  the  groin.  The  casette  is  placed  so  that 
the  central  ray  intersects  the  center  of  the 
plate  and  is  perpendicular  to  it.  The  film 
must  be  large  enough  to  include  the  entire 
ileum. 

Treatment 

The  treatment  is  aimed  at  placing  the 
femoral  head,  whether  boney  or  cartilagi- 
nous, into  the  true  acetabulum  and  maintain- 
ing the  normal  pressure  so  that  a normal 
acetabulum  develops.  This  may  be  ac- 
complished very  early  with  a Frijka  pillow 
or  abduction  bar.  Later  abduction  and  casts 
are  required  followed  by  the  use  of  pillows 
and  bars. 

Risser  makes  the  point  that  diet  and 
general  supportive  measures  are  also  im- 
portant so  that  all  factors  for  the  well  being 
of  the  child  should  be  considered. 

The  solution  to  the  problem  of  congenital 
dislocated  hips  is  still  in  the  hands  of  the 
obstetrician,  pediatrition  and  general  prac- 
titioner. Let’s  find  these  hips  early. 

INSTRUMENTS 

Unsticking  Syringes 
Observed  In  Lancet  2:885,  1952 
Adherent  plungers  can  readily  be  removed 
from  syringes  by  utilizing  a double-socketed 
adaptor  made  from  two  hypodermic  needles. 
The  bevel  of  one  needle  is  filed  off  and  the 
end  soldered  to  the  head  of  another  needle 
from  which  the  shaft  has  been  removed.  The 
stuck  plunger  can  be  freed  by  forcing  fluid 
into  the  syringe  through  the  adaptor  from 
another  syringe. 

Clinical  Clippings,  January,  1953. 
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Southwestern  Medical  Association 
To  Meet  In  El  Paso  Nov.  17  - 19 


The  Annual  meeting;  of  the  Southwestern 
Medical  Association  will  be  held  in  El  Paso, 
Texas,  November  17,  18,  and  19,  Wednesday 
through  Friday,  with  a new  schedule  that 
will  make  possible  the  gathering  of  Special 
Sections  and  the  Academy  of  General  Prac- 
tice on  Wednesday,  the  General  Meeting 
Thursday  and  Friday,  with  Saturday  comp- 
letely open  for  entertainment  and  relaxation. 

Speakers  will  be : 

Surgery:  Dr.  Edwin  H.  Ellison,  Associate 
Professor  of  Surgery  at  the  Ohio  State  Uni- 
versity School  of  Medicine. 

Orthopedics : Dr.  Harold  Boyd,  Associate 
Professor  of  Orthopedic  Surgery  at  the  Uni- 
versity of  Tennessee  School  of  Medicine. 

Gynecology  and  Obstetrics:  Dr.  Willard  M. 
Allen,  Professor  of  Obstetrics  and  Gynecolo- 
gy at  Washington  University  (St.  Louis) 
School  of  Medicine. 

Ophthalmology:  Dr.  A.  E.  Maumenee, 

Professor  of  Surgery  in  Ophthalmology  at 
the  Stanford  University  School  of  Medicine. 

Otolaryngology:  Dr.  Kinsey  M.  Simonton, 
Associate  Professor  of  Otolaryngology  in 
Mayo  Foundation  at  Rochester,  Minn. 

Internal  Medicine 

Internal  Medicine:  Dr.  William  Parson, 
Professor  of  Internal  Medicine  at  the  Uni- 
versity of  Virginia  School  of  Medicine. 

Dermatology : Dr.  John  H.  Lamb,  Profes- 
sor of  Dermatology,  University  of  Oklahoma 
School  of  Medicine.  | 

Anesthesiology : Dr.  M.  Digby  Leigh,  Chief 
of  Anesthesiology,  Children’s  Hospital  in 
Los  Angeles. 

Industrial  Medicine:  Dr.  Jerome  W.  Schil- 
ling, Medical  Director,  Pacific  Telephone  and 
Telegraph  Co.,  Los  Angeles. 

Public  Relations : Mac  F.  Cahal,  Executive 
Secretary  and  General  Counsel  of  the  Amer- 
ican Academy  of  General  Practice. 


OFFICERS 
OF  THE 

SOUTHWESTERN 
MEDICAL  ASSOCIATION 

President  . . Willard  W.  Schuessler,  M.D. 

El  Paso 

President-Elect  . . . Joseph  Bank,  M.D. 

Phoenix 


1st  Vice-President  . . N.  K.  Thomas,  M.D. 

Tucson 

2nd  Vice-President,  John  IT.  Dettweiler,  M.D. 
Albuquerque 

3rd  Vice-President  . . Leslie  Daviet,  M.D. 

Las  Cruces 

Secretary-Treasurer  . Celso  C.  Stapp,  M.D. 
El  Paso 


General  Information 

Convention  Headquarters : 

Hotel  Paso  del  Norte. 

Registration  for  Doctors  and  Wives: 
Mezzanine  Floor 

Wednesday,  Nov.  17,  8 a.  m.  — 5 p.  m. 
Thursday,  Nov.  18,  8 a.  m.  — 12  Noon. 

Registration  Fee: 

Members  and  Guests — $15.00. 

Auxiliary  members,  nurses,  medical  stu- 
dents, residents  and  internes,  and  medi- 
cal officers  of  Armed  Services  may 
register  without  fee. 

Technical  Exhibits  : 

Mezzanine  Floor. 

General  Scientific  Meetings: 

Mezzanine  Room,  Thursday  and  Friday. 

Academy  of  General  Practice: 

In  addition  to  the  scientific  papers  of 
general  interest  to  be  presented  on  Thurs- 
day and  Friday,  a one-day  session  espe- 
cially for  the  Academy  of  General  Prac- 
tice is  scheduled  for  Wednesday,  Nov.  17. 
Papers  by  the  guest  speakers  make  up 
the  entire  program.  Those  attending  the 
three  days  will  receive  12  hours  of  formal 
credit  on  AAGP  program. 

Meetings  of  the  general  practice  group 
on  Wednesday  will  be  held  in  the  Mez- 
zanine Room.  See  Scientific  Program  for 
Wednesday. 

Section  Meetings  of  Specialties: 

All  sections  meet  on  Wednesday.  Times 
and  locations  are  listed  in  the  Scientific 
Program  for  Wednesday. 

Luncheons: 

At  noon  Wednesday  the  specialty  sections 
will  each  hold  a luncheon  in  rooms  listed 
below.  Each  general  practitioner  is  in- 
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vitecl  to  attend  any  specialty  group  lunch- 
eon of  his  own  choosing. 

Tickets  to  the  luncheons  are  to  be  pur- 
chased at  registration  by  specialist  and 
general  practitioner.  There  will  be  no 
scheduled  luncheons  on  Thursday  and 
Friday. 

Locations  of  Luncheons: 

Anesthesiology — Room  204 
Dermatology — Garden  Room 
Gynecology — Spanish  Room 
Orthopedics — Indian  Room 
ENT  and  Ophthalmology — Room  422 
Industrial  Medicine — Room  800-01 

Entertainment 

At  registration  a complete  agenda  of  enter- 
tainment events  will  be  given  each  registrant. 

Entertainment  for  Physicians: 

Chas.  Pfizer  & Co.,  Inc.,  is  to  be  sponsor  for 
a golf  tournament  at  the  El  Paso  Country 
Club  beginning  at  8 :30  a.  m.,  Saturday, 
Nov.  20.  Pfizer  will  furnish  golf  balls 
and  generous  prizes ; the  sponsor  has  ar- 
ranged a pro  golfer  demonstration  and 
is  giving  a cocktail  party  after  the  tour- 
nament. 

A sheet  shoot  will  be  held  on  Saturday 
for  those  interested. 

Entertainment  for  Ladies: 

The  ladies  will  be  the  guests  of  the  South- 
western Medical  Association  at  a tea  on 
Wednesday  afternoon.  The  time  and 
place  will  be  announced  at  registration. 
At  10:30  a.  m.  on  Thursday  the  Popular 
Dry  Goods  Co.  will  be  host  for  a coffee 
and  a pre- Christmas  showing  entitled, 
“What  Do  You  Want  for  Christmas?” 
On  Friday  at  1 p.  m.  a luncheon  and  en- 
tertainment has  been  arranged  in  the 
ballroom  of  the  Hilton  Hotel.  Tickets  for 
the  luncheon  will  be  sold  at  registration. 
Shopping  trips  and  tours  of  Juarez  may 
be  arranged  at  registration. 

Entertainment  for  All: 

On  Thursday  at  6:30  p.  m.,  in  the  Mez- 
zanine Room,  The  Southwestern  Surgical 
Supply  Co.  will  be  host  at  a cocktail  party. 
The  banquet  will  follow  at  7:30  p.  m.  in 
the  10th  floor  ballroom.  Dress  is  infor- 
mal. 

On  Friday  evening  there  will  be  a no-host 
party  in  Juarez.  Time  and  place  will  be 
furnished  at  registration. 

Tickets  for  the  banquet  and  Juarez  party 
are  to  be  purchased  at  registration. 


SCIENTIFIC  PROGRAM 

Wednesday,  Nov.  17 
Academy  of  General  Practice 

Registration — 8 a.  m.  to  5 p.  m. 

Mezzanine  floor 

After  registration,  visit  technical  exhibits 
on  mezzanine  floor 

Meetings  to  be  in  Mezzanine  Room 

10 : 00-11 :00  a.  m. 

“Obstetrical  Anesthesia” 

Informal  discussion  to  be  led  by 
Drs.  M.  Digby  Leigh  & Willard  M.  Allen 

11:00-12:00  Noon 

Discussion  of  common  problems  of  the 
eye,  ear,  nose  and  throat  to  be  led  by  Drs. 
A.  E.  Maumenee  and  Kinsey  M.  Simonton. 

12  Noon 

Genera]  practice  group  is  to  attend  spe- 
cialty luncheon  of  choice.  See  (under 
General  Information)  locations  of  lunch- 
eons and  round  table  discussions. 

1 :45-2  :30  p.  m. 

“The  Management  of  the  Fractured  Hip 
in  the  Aged” 

Dr.  Harold  Boyd 

2:30-3:10  p.  m. 

“Obesity” 

Dr.  William  Parson 
3:10-3:50  p.  m. 

“Preparation  of  the  Pediatric  Patient  for 
Surgery” 

Dr.  M.  Digby  Leigh 
3:50-4:30  p.  m. 

“Preoperative  Evaluation  of  the  Surgical 
Patient” 

Dr.  Edwin  H.  Ellison 
4 :30-5  :10  p.  m. 

“The  Causes  For  and  Treatment  of 
Amenorrhea” 

Dr.  Willard  M.  Allen 

Special  Sections 

Anesthesiology 

Guest:  Dr.  M.  Digby  Leigh 
Location:  Room  204 
Luncheon  at  noon  followed  by  round  ta- 
ble discussion  of  problems  in  anesthesio- 
logy 

Dermatology 

Guest:  Dr.  John  H.  Lamb 

Location : Garden  Room 

Luncheon  at  noon  followed  by  clinic  and 

case  discussions 
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Gynecology-Obstetrics 

Guest:  Dr.  Willard  M.  Allen 

Location : Spanish  Room 

Luncheon  at  noon  followed  by  section 

program 

Industrial  Medicine 

Guest:  Dr.  Jerome  W.  Schilling 

Location : Room  800-01 

Luncheon  at  noon  followed  by  section 

program 

Orthopedics 

Guest : Dr.  Harold  Boyd 
Location : Indian  Room 
Luncheon  at  noon  followed  by  a sectional 
meeting  of  orthopedic  surgeons  in  the 
Southwest  in  conjunction  with  the  Arizo- 
na Chapter  of  the  Western  Orthopedic- 
Association 

Otolaryngology  and  Ophthalmology 

Guests : Dr.  A.  E.  Maumenee 

Dr.  Kinsey  M.  Simonton 
Location : Room  422 

Program  begins  at  10  a.  m.  and  continues 
after  lunch. 

ALL  LUNCHEONS  TO  BE  CONDUCTED 
AS  ROUND  TABLE  DISCUSSIONS 


Thursday,  Nov.  18 
General  Scientific  Session 

9 :00-9  :40  a.  m. 

“Bleeding  During  Pregnancy” 

Dr.  Willard  M.  Allen 

9:40-10:20  a.  m. 

“The  Management  of  Thyroid  Disease” 
Dr.  William  Parson 

10:20-11:00  a.  m. 

“Indications  for  Surgery  in  Jaundice” 

Dr.  Edwin  H.  Ellison 

11 :00-ll  :40  a.  m. 

“Sun-Sensitive  Dermatoses” 

Dr.  John  H.  Lamb 

1:45-2:30  p.  m. 

“Occupational  Medicine,  Yesterday,  To- 
day and  Tomorrow” 

Dr.  Jerome  W.  Schilling 

2:30-3:10  p.  m. 

“Present  Status  of  Retrolental  Fibro- 
plasia” 

Dr.  A.  E.  Maumenee 

3:10-3:50  p.  m. 

Business  Meeting 


3:50-4:30  p.  m. 

“Prevalent  Preventable  Orthopedic 
Errors” 

Dr.  Harold  Boyd 

Social  Activities 

6:30  p.  m.,  Mezzanine  Room 

Southwestern  Surgical  Supply  Co.  is  host 
for  cocktail  party. 

7 :30  p.m  . Banquet  in  10th  floor  ballroom. 
Mac  F.  Cabal  will  give  an  informal  talk 
at  banquet.  Dress  — informal. 

Friday,  Nov.  19 
General  Scientific  Session 

9 :00-9  :40  a.  m. 

“Pancreatitis” 

Dr.  Edwin  H.  Ellison 

9:40-10:20  a.  m. 

“The  Common  Cold” 

Dr.  Kinsey  M.  Simonton 

10:20-11:00  a.  m. 

“Caesarian  Sections” 

Dr.  Williard  M.  Allen 

11:00-11:40  a.  m. 

“Pediatic  Anesthesia” 

Dr.  M.  Digby  Leigh 

1:45-2:30  p.  m. 

“Fungus  Infections  of  Severe  Type 
(Deep  Mycoses)” 

Dr.  John  H.  Lamb 

2:30-3:10  p.  m. 

“Reconstructive  Orthopedic  Procedures 
of  Interest  to  the  Physician” 

Dr.  Harold  Boyd 

3:10-3:50  p.  m. 

“Metabolic  Bone  Diseases” 

Dr.  William  Parson 

3:50-4:30  p.  m. 

“Anesthetic  Accidents” 

Dr.  M.  Digby  Leigh 

Dinner  dance  in  Juarez  on  Friday  eve- 
ning. Time  and  place  to  be  announced  at 
registration.  Dress  is  informal. 

REMEMBER  . . . 

On  Saturday,  November  20,  don’t  forget 
the  Golf  Tournament,  Sheet  Shoot  and 
Tours. 


Technical  Exliibilors 

J.  A.  Majors  Company,  Dallas,  Texas 
Southwestern  Surgical  Supply  Co. 
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Parke-Davis  and  Company 
General  Electric  Corporation 
Park  Bishop  Surgical  Supply 
A.  H.  Robbins  Company,  Inc. 
Charles  Pfizer  & Co.,  Inc. 

J.  P.  Lippincott  and  Company 
Don  Baxter,  Inc. 

Mission  Pharmaceutical  Company 
G.  D.  Searle  and  Company 
Eli  Lilly  and  Company 
Coca-Cola  Distributing  Company 
Robert  L.  Watson 
Mead  Johnson  and  Company 
Doho  Chemical  Corporation 


Program  Committee 

Dr.  Maynard  Hart,  general  chairman 
Booths,  Dr.  Mario  Palafox 
Equipment,  Dr.  W.  R.  Gaddis 
Program,  Dr.  Jack  Bernard 
Finance,  Dr.  Gordon  Black 
Publicity,  Dr.  H.  D.  Garrett 

Entertainment,  Dr.  Russell  L.  Deter  and  Dr.  Philip  M.  Prieto 
Registration,  Dr.  W.  G.  Morrow,  Jr. 

Saturday  Entertainment,  Dr.  M.  D.  Thomas 

Ladies  Committee,  Mrs.  Newton  Walker  and  Mrs.  H.  D.  Hatfield 


College  of  Surgeons  to 
Meet  in  Galveston 

The  Sectional  Meeting  of  the  American 
College  of  Surgeons  will  be  held  in  Galves- 
ton, Texas,  January  17-19,  Dr.  Gerald  H. 
Jordan  of  El  Paso,  Governor  of  the  American 
College  of  Surgeons  representing  the  State 
of  Texas,  reports. 

The  program  is  being  arranged  by  Dr. 
Robert  Moore,  Professor  of  Surgery  at  the 
University  of  Texas  School  of  Medicine. 


Intravenous  Diuretic 

An  intravenous  form  of  Diamox,  the  ef- 
fective non-mercurial  diuretic,  has  been 
placed  on  the  market  by  Lederle  Laboratories 
Division,  American  Cyanamid  Company.  The 
intravenous  preparation  is  primarily  in- 
tended for  patients  who  are  unable  to  take 
oral  medication. 

Containing  no  mercury,  which  can  often 
be  toxic  and  cause  irritation,  Diamox  offers 
a new  approach  to  the  problem  of  diuresis. 
For  use  in  treating  edema  due  to  congestive 
heart  failure,  Diamox  has  been  found  to 
produce  fluid  losses  of  up  to  30  pounds. 

Diamox  increases  the  output  of  salt  and 
water  from  the  kidneys,  even  when  the  heart 
is  weakened.  It  does  this  by  inhibiting  the 
action  of  an  enzyme,  carbonic  anhydrase,  in 
the  body. 


Current  Therapy 

By  Jack  A.  Bernard,  M.  D.,  El  Paso 
Penicillin  Anaphylaxis 

The  reactions  to  parenteral  penicillin  are 
becoming  more  alarming,  and  may  be  ex- 
tremely severe,  abruptly  fatal,  or  incapaci- 
tating for  long  periods  of  time.  In  order  to 
avoid  such  reactions,  one  should  question  the 
patient  as  to  history  of  allergy  and  sensitivi- 
ty, and  particularly  as  to  any  reactions  to 
penicillin  previously. 

If  one  still  must  use  penicillin  parenterally 
in  a sensitive  individual,  it  is  stated  that  one 
can  skin  test  the  patient,  or  one  can  use  an- 
tihistamines before  or  after  the  injection. 
This  would  seem  to  be  extremely  hazardous, 
and  it  would  seem  unwise  to  give  penicillin 
parenterally  to  a known  penicillin-sensitive 
individual.  Other  antibiotics  and  other 
penicillins  are  available,  such  as,  the  hypoal- 
lergenic penicillins : Compenamine,  and  Cer- 
O-Cillin.  Compenamine  (C.  S.  C.  Pharma- 
ceuticals), an  organic  salt  of  penicillin  G, 
has  an  incidence  of  allergic  reactions  of  less 
than  one  per  cent.  Cer-O-Cillin,  Penicillin  O, 
(Upjohn)  also  gives  a low  incidence  of  re- 
actions. Each  is  available  in  repository  form, 
and  therefore  of  prolonged  action. 

Danger 

The  ever  present  danger  of  a sudden  ana- 
phylaxis type  reaction  would  indicate  that 
the  oral  administration  of  penicillin  should 
be  preferred  and  encouraged.  Adequate  blood 
levels  can  be  obtained  by  using  five  times 
the  intramuscular  dose  and  by  using  a suit- 
able buffering  agent.  N,N’  Dibenzylethlene- 
diamine  Dipenicillin  G (DBEDP)  marketed 
as  Bicillin  (Wyeth),  yields  satisfactory  blood 
levels  following  oral  administration  : 200,000 
units  every  twelve  hours  gives  satisfactory 
levels ; or  100,000  units  every  four  hours,  for 
more  severe  infections.  Allergic  local  buccal 
reactions  are  reported  to  be  twice  as  likely 
with  the  water  soluble  oral  penicillins,  but 
this  is  not  true  of  the  low  water  soluble  com- 
pounds such  as  Bicillin. 

Neo-Penil,  an  ester  of  Penicillin  G (Smith, 
Kline  & French)  gives  higher  concentrations 
of  penicillin  in  sputum  than  similar  amounts 
of  aqueous  suspensions.  It  has  been  recom- 
mended in  chronic  bronchopulmonary  sup- 
puration, but  there  have  been  more  ana- 
phylaxis-type reactions  and  a few  fatalities, 
which  would  indicate  the  utmost  caution  in 
its  use. 

In  summary,  to  avoid  the  hazard  of  peni- 
cillin anaphylaxis : It  is  urged  not  to  pre- 
scribe penicillin  unless  it  is  absolutely  indi- 
( Continued  on  Page  501) 
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El  Paso  Post  - Graduate  Symposium  Second 
Session  To  Be  Held  Nov.  7 


Second  day  of  a two-day  symposium  on 
Diseases  of  the  Chest  will  be  held  Sunday, 
Nov.  7,  by  the  El  Paso  branch  of  the  Univer- 
sity of  Texas  Post-Graduate  School  of  Med- 
icine, Dr.  Ralph  H.  Homan  of  El  Paso,  as- 
sistant dean,  announced.  First  day  of  the 
symposium  was  held. Oct.  17  with  physicians 
from  West  Texas,  New  Mexico,  Arizona  and 
northern  Mexico  in  attendance. 

The  Nov.  7 session,  like  the  first  one,  will 
begin  at  8 a.  m.  and  will  be  held  in  the 
Turner  Home  of  the  El  Paso  County  Medical 
Society  at  1301  Montana  Street. 

Physicians  who  were  unable  to  attend  the 
first  session  may  attend  the  second  by  paying 
a fee  of  $10.  Credit  for  eight  hours  of  post- 
graduate work  will  be  given. 

Speakers  and  subjects  for  the  Nov.  7 ses- 
sion follow : 

Functional  and  Congenital  Disease 

Dr.  Robert  B.  Homan,  Jr.,  El  Paso 
8:00  — 8:50 

Allergy 

Dr.  Orville  E.  Egbert,  El  Paso 
9:00  — 9:50 

Non-Specific  Infections 

Dr.  Jack  Bernard,  El  Paso 
10:00  — 10:50 

Specific  Infections 

Dr.  Frank  C.  Golding,  El  Paso 
11:00  — 11:50 

Neoplastic  Disease  and  Surgery  of  the  Chest 

Dr.  William  D.  Seybold,  Houston 
1:30  — 3:00 

Therapeutic  Review 

Dr.  Branch  Craige,  El  Paso 
3:15  — 4:00 

Radiological  Review 

Dr.  Robert  F.  Boverie,  El  Paso 
4:10  — 5:00 

Physicians  planning  to  attend  will  be  inter- 
ested to  note  that  at  8 p.  m.  Nov.  6,  the  eve- 
ning preceding  the  post-graduate  session, 


Texas  Western  College  will  clash  in  football 
with  Hardin-Simmons  University  in  El  Paso. 
This  is  a traditional  game  and  usually  pro- 
vides a spectacular  battle  for  gridiron  fans. 

Doctors  who  would  like  to  play  golf  on 
Saturday  afternoon,  Nov.  6,  may  do  so  by 
writing  Dr.  Jack  Bernard,  El  Paso  Medical 
Center,  who  will  make  arrangements. 


7th  Annual  Convention  - International 
Academy  of  Proctology 

The  7th  Annual  Convention  of  the  Inter- 
national Academy  of  Proctology,  will  be 
held  at  The  Plaza  Hotel,  New  York  City, 
March  23  to  26.  The  international,  national, 
and  local  program  committees  are  planning 
an  unusual  seminar  on  anorectal  and  colon 
surgery.  There  will  be  special  emphasis  on 
anorectal  presentations,  and  on  panel  discus- 
sions, as  requested  by  those  who  attended 
the  Chicago  meeting  in  1954. 

Plans  are  being  developed  for  wet  clinics 
and  lectures  at  the  Jersey  City  Medical 
Center  under  the  direction  of  Dr.  Earl  Hal- 
ligan,  surgeon-in-chief  of  the  Medical  Center. 

Eminent  speakers  from  all  parts  of  the 
country  and  abroad  will  present  interesting 
papers  and  motion  picture  demonstrations 
of  their  personal  techniques.  Mexico  is  ex- 
pected to  be  very  well  represented  at  this 
meeting. 


EPILEPSY 

Fatal  Pancytopenia  Following  Therapy 
With  Nuvarone 

Pearson,  P.  H.,  et  al.,  Bull.  Johns  Hopkins 
Hosp.  91:341,  1952 

There  is  a close  chemical  relationship  be- 
tween Nuvarone*  and  Mesantoin,  a hydan- 
toin  which  has  been  repeatedly  implicated  as 
a cause  of  pancytopenia.  In  the  fatal  case  of 
pancytopenia  reported,  the  patient,  a child, 
received  Dilantin  and  phenobarbital  for  nine 
months  without  evidence  of  hematologic 
change.  Nuvarone  was  then  substituted  for 
Dilantin.  Five  months  later  symptoms  of 
pancytopenia  developed.  Nuvarone  was  im- 
mediately discontinued  but  despite  intensive 
supportive  measures  the  child  expired.  On 
the  day  of  death  the  white  cell  count  sub- 
sided to  1050. 

* Abbott  Laboratories 

Clinical  Clippings,  January,  1953. 
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Miscellaneous  Aphorisms  and  Memorabilia 

By  Andrew  M.  Babey,  M.  D.,  Las  Cruces 


1.  “We  may  grow  beyond  these  under- 
lying minds  and  in  the  light  of  new  know- 
ledge we  may  criticize  their  findings  and 
even  persuade  ourselves  that  we  have  suc- 
cessfully transcended  them.  But  if  we  are 
fair  with  ourselves  we  shall  find  that  their 
hold  on  us  is  really  inexorable.”  — James  H. 
Robinson,  Making  of  the  Mincl,  1921,  p.  66. 

2.  “Depression,  anger,  fear,  or  ordinary 
irritation  will  speedily  prove  the  insecurity 
of  any  structure  that  we  manage  to  rear  on 
our  fourfold  foundation.  Such  fundamental 
and  vital  preoccupations  as  religion,  love, 
war,  and  the  chase  stir  impulses  that  lie  far 
back  in  human  history  and  which  effectually 
repudiate  the  cavilings  of  ratiocination.”  — 
J.  H.  Robinson,  Making  of  the  Mind,  1921, 

p.  66. 

3.  “In  all  our  reveries  and  speculations, 
even  the  most  exacting,  sophisticated,  and 
disillusioned,  we  have  three  unsympathetic 
companions  sticking  closer  than  a brother 
and  looking  on  with  jealous  impatience  — 
our  wild  apish  progenitor,  a playful  or  pee- 
vish baby,  and  a savage.  We  may  at  any 
moment  find  ourselves  overtaken  with  a 
warm  sense  of  comaraderie  for  any  or  all  of 
these  ancient  pals  of  ours,  and  experience 
infinite  relief  in  once  more  disporting  our- 
selves with  them  as  of  yore.”  — J.  H.  Robin- 
son, loc  cit.,  p.  67. 

4.  “Mankind  is  lethargic,  easily  pledged 
to  routine ; timid,  suspicious  of  innovation. 
That  is  his  nature.  He  is  only  artificially, 
partially,  and  very  recently  ‘progressive’.” 
J.  H.  Robinson,  loc.  cit.,  p.  81. 

5.  “Few  people  realize  how  novel  is  the 
almost  universal  preoccupation  with  business 
which  we  can  observe  on  every  hand,  but  to 
which  we  are  already  so  accustomed  that  it 
easily  escapes  the  casual  observer.”  — J.  H. 
Robinson,  loc.  cit.,  p.  172. 

6.  “Business  men,  whether  conspicuous 
in  manufacture,  trade,  or  finance,  are  the 
leading  figures  of  our  age.  They  exercise  a 
dominant  influence  in  domestic  and  foreign 
policy;  they  subsidize  our  education  and 
exert  an  unmistakable  control  over  it.  In 
other  ages  a military  or  religious  caste  en- 
joyed similar  pre-eminence.  But  now  busi- 
ness directs  and  equips  the  soldier,  who  is 
far  more  dependent  on  its  support  than 
formerly.  Most  religious  institutions  make 
easy  terms  with  business,  and,  far  from  in- 


terfering with  it  or  its  teachings,  on  the 
whole  cordially  support  it.”  — J.  H.  Robin- 
son, loc.  cit.,  p.  173. 

7.  “Like  a hypochondriac  who  is  so  ab- 
sorbed in  the  processes  of  his  own  digestion 
that  he  goes  to  the  grave  before  he  has  begun 
to  live,  industrialized  communities  neglect 
the  very  objects  for  which  it  is  worth  while  to 
acquire  riches  in  their  feverish  preoccupa- 
tion with  the  means  by  which  riches  can  be 
acquired.”  - — - J.  H.  Robinsonjoc.  cit.,  p.  177. 

8.  “Business  indeed  has  almost  become 
our  religion ; it  is  defended  by  the  civil  gov- 
ernments even  as  the  later  Roman  emperors 
and  the  mediaeval  princes  protected  the 
Church  against  attack”  — J.  H.  Robinson, 
loc.  cit.,  p.  202. 

9.  “For  the  student  of  history  finds  that 
it  has  always  been  the  custom  to  charge  those 
who  happened  to  be  unpopular,  with  holding 
beliefs  and  doing  things  which  they  neither 
believed  nor  did.  Socrates  was  executed  for 
corrupting  youth  and  infidelity  to  the  gods; 
Jesus  for  proposing  to  overthrow  the  govern- 
ment ; Luther  was  to  the  officials  of  his  time 
one  who  taught  ‘a  loose,  self-willed  life,  se- 
vered from  all  laws  and  wholly  brutish’.”  — 
J.  H.  Robinson,  loc.  cit.,  p.  204. 

10.  “Science,  which  is  but  the  most  ac- 
curate information  available  about  the  world 
in  which  we  live  and  the  nature  of  ourselves 
and  of  our  fellow  men,  is  not  the  whole  of 
life;  and  except  to  a few  peculiar  persons  it 
can  never  be  the  most  absorbing  and  vivid 
of  our  emotional  satisfactions.  We  are  poetic 
and  artistic  and  romantic  and  mystical.  We 
resent  the  cold  analysis  and  reduction  of  life 
to  the  commonplace  and  well  substantiated  — 
and  this  is  after  all  is  said,  the  aim  of  scien- 
tific endeavor.”  — J.  H.  Robinson,  loc.  cit., 

p.  208. 

11.  “Partisanship  is  our  great  curse.  We 
too  readily  assume  that  everything  has  two 
sides  and  that  it  is  our  duty  to  be  on  one  or 
the  other.  We  must  be  defending  or  attack- 
ing something;  only  the  lily-livered  hide 
their  natural  cowardice  by  asking  the  im- 
pudent question,  What  it  is  all  about?  The 
heroic  gird  on  the  armor  of  the  Lord,  square 
their  shoulders,  and  establish  a muscular 
tension  which  serves  to  dispel  doubt  and  be- 
gets the  voluptuousness  of  bigotry  and  fa- 
naticism. In  this  mood,  questions  become  is- 
sues of  right  and  wrong,  not  of  expediency 
and  inexpediency.”  — J.  H.  Robinson,  loc  cit., 

p.  210. 
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12.  “It  is,  however,  possible  for  the  in- 
dividual to  overcome  the  fear  of  thought. 
Once  I was  afraid  that  men  might  think  too 
much;  now,  I only  dread  lest  they  will  think 
too  little  and  far  too  timidly,  for  I now  see 
that  real  thinking  is  rare  and  difficult  and 
that  it  needs  every  incentive  in  the  face  of 
innumerable  ancient  and  inherent  discour- 
agements and  impediments.  — J.  H.  Robin- 
son, loc.  cit.,  p.  210. 

13.  “But,  as  has  been  pointed  out,  really 
honest  discussion  of  our  social,  economic,  and 
political  standards  and  habits  readily  takes 
on  the  supic-ion  of  heresy  and  infidelity.”  — 
J.  H.  Robinson,  loc.  cit.,  p.  214. 

14.  “After  mastering  the  difference  be- 
tween language  used  to  express  facts  and 
purposes  and  that  which  amounts  to  no  more 
than  a pious  ejaculation,  a suave  and  de- 
precating gesture,  or  an  inferential  accusa- 
tion directed  against  the  opposing  party,  the 
youth  should  be  instructed  in  the  theory  and 
practice  of  party  fidelity  and  the  effects  of 
partisanship  on  the  conduct  of  our  govern- 
mental affairs.  In  fine,  he  should  get  some 
notion  of  the  motives  and  methods  of  those 
who  really  run  our  government,  whether  he 
learned  anything  else  or  not.”  — J.  H.  Rob- 
inson, loc.  cit.,  p.  225. 

15.  “One  awful  thing  that  the  Book  of 
the  Past  makes  plain  is  that  with  our  animal 
heritage  ive  are  singularly  oblivious  to  the 
large  conerns  of  life.  We  are  keenly  sensitive 
to  little  discomforts,  minor  irritations, 
wounded  vanity,  and  various  danger  signals ; 
but  our  comprehension  is  inherently  vague 
and  listless  when  it  comes  to  grasping  in- 
tricate situations  and  establishing  anything 
like  a fair  perspective  in  life’s  problems  and 
possibilities.  Our  imagination  is  restrained 
by  our  own  timidity,  constantly  reinforced 
by  the  warnings  of  our  fellows,  who  are  al- 
ways urging  us  to  be  safe  and  sane,  by  which 
they  mean  convenient  for  them,  predictable 
in  our  conduct  and  graciously  amenable  to 
the  prevailing  standards.”  — J.  H.  Robinson, 
loc.  cit.,  p.  228. 

16.  “The  so-called  ‘radical’  is  also  almost  al- 
ways wrong,  for  no  one  can  forsee  the  future. 
But  he  works  on  a right  assumption — name- 
ly, that  the  future  has  so  far  always  proved 
different  from  the  past  and  that  it  will  conti- 
nue to  do  so.  Some  of  us,  indeed,  see  that  the 
future  is  tending  to  become  more  and  more 
rapidly  and  widely  different  from  the  past.” 
— J.  H.  Robinson,  loc.  cit.,  p.  229. 

17.  “Despite  the  frequency  with  which 
the  diagnosis  is  made,  the  exact  meaning  of 
the  term  ‘Meniere’s  disease’  is  little  under- 
stood. Originally  Meniere  described  a case 


of  deafness,  tinnitus,  and  vertigo  due  to 
hemorrhage  into  the  labyrinth.  As  may  be 
anticipated,  this  condition  is  not  character- 
ized by  intermittent,  complete  remissions. 
Since  Meniere’s  time,  this  syndrome  has  been 
enlarged  upon  and  applied  to  a variety  of 
disorders.  If  the  term  Meniere’s  syndrome 
is  retained  to  describe  episodic  bouts  of  ver- 
tigo accompanying  tinnitus  and  deafness, 
then  it  should  be  remembered  as  a descriptive 
term  of  a group  of  symptoms  and  not  as  the 
name  of  a disease.  The  cause  of  the  symp- 
toms must  be  ascertained  if  possible.”  — Roy 
Swartout,  Kurt  Gunther,  GP,  Mar.  1953 
p.  36. 

18.  “After  a thorough  history  has  dis- 
closed that  there  is  indeed  vertigo,  peripheral 
labyrinthine  disease  should  be  suspected  in 
( 1 ) the  absence  of  neurologic  signs  of  central 
nervous  system  diseases ; (2)  the  presence  of 
positive  otoseopic  findings;  (3)  spontaneous 
nystagmus  of  the  horizontal  (and  rarely 
rotary)  type  which  is  persistent  but  relative- 
ly small  in  amplitude.”  — Swartout  and 
Gunther,  loc.  cit.  p.  36. 

19.  “Vertigo  on  the  basis  of  a lesion  in 
the  cerebrum  or  brain  stem  may  be  termed 
‘central  vertigo’  in  contrast  to  labyrinthine 
vertigo  (peripheral  vertigo).  Central  vertigo 
is  usually  more  continuous  and  more  aggra- 
vated by  motion,  and  it  persists  for  days  at 
a time.  Nystagmus  is  not  an  invariable  find- 
ing, and  if  present,  it  may  be  vertical  or 
diagonal  or  in  two  different  directions  at 
once.  Any  nystagmus  that  persists  for  more 
than  five  days  or  which  is  not  lateral  or  is 
not  in  the  same  direction  is  due  to  central 
nervous  system  disease.  The  coarser  the 
nystagmus,  the  greater  the  possibility  of 
central  nervous  system  disease.”  — Swartout 
and  Gunther,  loc.  cit.  p.  37. 

20.  “The  doctor  today,  regardless  of  some 
of  his  personal  and  professional  failings 
which  may  be  both  conspicuous  and  numer- 
ous, still  remains  the  symbol  of  self-sacrifice 
and  devotion  to  duty.  Neither  the  public  nor 
the  medical  profession  seems  to  be  easily  dis- 
suaded from  the  lingering  conviction  that 
the  doctor  may  not  refuse  to  treat  an  ailing 
person  merely  because  the  person  is  too  poor 
or  the  doctor  is  too  tired.  In  the  mind  of  the 
man  on  the  street  the  doctor  should  not  be 
too  poor,  but  neither  should  he  be  rich,  be- 
cause if  he  shows  any  degree  of  affluence  he 
may  be  suspected  of  exploiting  his  patients. 
The  doctor  may  never  be  tired,  nor  sleep  too 
much,  and  he  should  always  be  ready  to  take 
a call”.  — Gregory  Zilboorg,  Bulletin  of  N. 
Y.  Academy  of  Med.  May,  1953,  p.  411. 

21.  “Gi  ven  time,  pain  may  become:  1. 

The  sufferer’s  chief  occupation.  2.  A stim- 
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ulus  to  bravery,  giving  the  patient  a justi- 
fied sense  of  effort  and  achievement.  3.  A 
refuge  from  some  intolerable  situation,  and 
hence  an  alternative  to  a neurosis.  4.  Grist 
to  the  emotional  mill  of  some  relative  or 
friend  belonging  to  the  class  of  professional 
sympathisers.  In  their  ministrations  these 
people  are  impelled  by  sentimentality,  vani- 
ty, or  aggressiveness,  and  their  message  to 
the  patient  is  ‘Few  besides  you  could  bear 
this  trial,  and  few  besides  me  could  support 
you  in  it’.  5.  Above  all,  a habit,  round 
which  a cluster  of  other  habits  may  grow 
up.”  The  Lancet,  Mar.  27,  1954,  p.  635. 

22.  “To  some  patients  even  the  severest 
of  chronic  pains,  from  long  familiarity  and 
incidental  advantages,  becomes  a treasured 
possession.  When  cured  of  it  they  become 
depressed,  or  overemphasize  the  inevitable 
drawbacks  of  the  cure,  or  find  other  symp- 
toms.” The  Lancet,  Mar.  27,  1954,  p.  636. 

23.  “We  know  that  subarachnoid  hemor- 
rhage occasionally  occurs  as  a symptom  of  a 
variety  of  intracranial  disorders,  varying 
from  intracranial  tumor,  either  primary  or 
secondary,  to  such  things  as  venous  throm- 
bosis, blood  dyscrasias  and  inflammatory 
conditions.”  — Dr.  John  Walton.  American 
Practitioner,  May  1954,  p.  400. 

24.  “Here  I think  one  must  remember 
that  in  about  20  per  cent  of  cases  bilateral 
carotid  arteriograms  are  negative,  and  in 
those  people  it  is  not  usually  possible  to  carry 
out  surgical  treatment.  In  many  of  these 
patients  it  is  true  that  the  prognosis  is  good, 
because  the  absence  of  arteriographic 
filling  often  means  that  the  aneurysm  caus- 
ing the  bleeding  has  clotted  and  is  not  re- 
vealed, but  that  is  not  invariably  so.  In  other 
cases  the  aneurysm  may  be  in  the  vertebral- 
basilar  system,  and  aneurysms  here  are  very 
difficult  to  treat  surgically.  For  this  reason 
vertebral  arteriography,  with  its  many  com- 
plications, is  probably  not  justifiable.”  — 
Dr.  John  Walton,  American  Practitioner, 
May  1954,  p.  401. 

25.  “When  a history  is  taken  of  these 
people  (neurotics),  we  find  that  some  of  the 
commoner  weaknesses  are  as  follows:  they 
have  a limited  ability  to  love  or  to  be  loved ; 
they  have  too  many  fears ; instead  of  making 
a contribution  to  life,  they  want  to  be  taken 
care  of ; they  have  a hard  time  being  sociable 
and  friendly;  they  have  too  much  resent- 
ment, envy,  or  hostility;  they  are  too  sensi- 
tive; they  are  inflexible;  they  cannot  adapt 
to  changes ; they  are  excessively  competitive ; 
they  are  overambitious  and  lead  a one-sided 
life  of  work.”  — O.  Spurgeon  English,  M.  D., 
F.  A.  C.  P.  Medical  Annals  of  the  District  of 
Columbia,  December,  1948.  p.  662. 


26.  “Doctors  still  unconsciously  associate 
the  size  of  the  patient,  his  general  appear- 
ance and  muscular  build  with  a concept  of 
adequacy.  A record  of  business  successes, 
an  imposing  physical  appearance  and  domi- 
nant manner  delude  the  unwary  into  the 
belief  that  we  are  dealing  with  a thoroughly 
mature  individual.”  — David  A.  Boyd : Wis- 
consin Medical  Journal,  February,  1953,  p. 
1580. 

27.  “A  surgeon’s  year  consists  of  365 
days,  all  entirely  different;  on  some  of  them 
he  longs  to  retire,  on  some  of  them  he  is  half 
in  love  with  easeful  death,  on  most  of 
them  he  glories  in  having  the  best  job  in  the 
world.”  — Daniel  Whiddon;  The  Lancet, 
March,  1954,  p.  567. 

28.  “It  should  be  mentioned  that,  when 
patients  of  group  A and  group  B have  re- 
ceived multiple  transfusions  of  group  O 
blood,  an  effect  tantamount  to  an  exchange 
transfusion  results.  Therefore,  when  such 
recipients  are  then  given  transfusion  of 
blood  of  their  own  group  a hemolytic  trans- 
fusion reaction  can  result.”  — Queries  and 
Minor  Notes,  J.  A.  M.  A.,  July  10,  1954, 

p.  1020. 

29.  “The  prophylactic  use  of  gas  gan- 
grene antitoxin  is  now  known  to  be  ineffec- 
tive and  is  not  recommended.”  — Queries  and 
Minor  Notes,  Loc.  Cit.,  p.  1021. 

30.  “Most  doctors  derive  much  satisfac- 
tion from  helping  suffering  humanity,  but 
little  do  many  doctors  realize  that  beyond 
reasonable  ambitiousness  their  wish  to  score 
success,  especially  where  others  have  failed, 
is  based  on  a perpetuation  of  infantile  om- 
nipotence fantasies.”  — E.  D.  Wittkower  and 
K.  L.  White,  British  Medical  Journal,  June 
19,  1954,  p.  1432. 

31.  “Let  us  admit  — at  least  to  ourselves 

— our  limitations  instead  of  reaching  out 
for  and  taking  on  tasks  beyond  our  capaci- 
ties, and  instead  of  basking  in  the  glory  of 
our  therapeutic  successes.”  — E.  Wittkower 
and  K.  White,  loc.  cit.,  p.  1433. 

32.  “He  (the  doctor)  trespasses  on  his 
legitimate  rights  and  does  more  harm  than 
good  by  telling  a patient  that  all  she  needs 
is  a husband,  a child,  or  sexual  intercourse.” 

— E.  Wittkower  and  K.  White,  loc.  cit., 
p.  1433. 

33.  “A  doctor  should  treat  his  patients 
equally,  regardless  of  colour,  creed,  nationali- 
ty, social  and  economic  status,  or  other  dis- 
tinctive features.  But  who  of  us  has  not  been 
influenced  at  one  time  or  another  by  the  ap- 
pearance and  manners  of  his  patients,  or  by 
their  social  status  in  the  community?  And 
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who  of  us  has  net  been  guilty  at  times  of 
giving  more  careful  attention  to  a wealthy 
patient  than  to  an  indigent  one?”  — E.  Witt- 
kower  and  K.  White,  loc.  cit.,  p.  1433. 

34.  “A  doctor  is  supposed  to  assist  the 
needy  irrespective  of  monetary  gains ; but  we 
also  have  to  live  and  support  our  families. 
Moreover,  living  as  we  do  in  an  acquisitive 
society  with  keen  and  often  unscrupulous 
competitiveness,  monetary  gain  is  frequently 
regarded  as  a sign  of  success  and  as  a means 
of  much-needed  recognition.  Consequently 
the  temptation  is  often  great  to  place  self- 
interest  before  the  interest  of  the  patients, 
to  promise  ‘miracle  cures’  against  better 
knowledge,  to  prescribe  injections  which  are 
not  needed,  or  to  play  up  to  the  patient’s 
requests  for  gadgets  which  may  not  be  re- 
quired.” — E.  Wittkower  and  K.  White,  loc. 
cit.,  p.  1434. 

35.  ‘‘Few  doctors  would  fail  to  listen  to 
a patient’s  chest  in  a case  of  prolonged 
coughing,  but  many  doctors  fail  to  listen  to 
their  patients’  words,  which  may  reveal  more 
than  auscultation  ever  can.”  — - E.  Wittkower 
and  K.  White,  loc.  cit,  p.  1434. 

36.  “Time,  money,  and  effort  could  be 
saved  if  patients  suffering  from  psychoso- 
matic and  psychoneurotic  illness  would  not 
again  and  again  be  submitted  to  elaborate 
laboratory  examinations.  Overemphasis  on 
minor  organic  lesions  fosters  iatrogenic  ill- 
ness and  may  by-pass  the  real  cause  of  the 
patient’s  suffering.”  ■ — E.  Wittkower  and 
K.  White,  loc.  cit.,  p.  1434. 

37.  “In  keeping  with  their  regressive 
states  and  wishes  for  recovery,  patients  suf- 
fering from  prolonged  and  serious  illnesses 
are  apt  to  elevate  their  doctor  to  the  position 
of  a god.  Doctors  are  well  advised  not  to  be 
taken  in  by  the  flattery  and  to  behave  as 
such.  Doctors  should  realize  their  limitations 
but  need  not  admit  them  to  their  patients. 
A pose  of  omnipotence  and  omniscience,  if 
recognized  as  such,  may  be  appropriate  in 
the  case  of  emotionally  immature,  anxious, 
or  severely  regressed  patients,  but  would 
obviously  be  out  of  place  with  mature  indi- 
viduals who  like  to  know  where  they  stand.” 
— E.  Wittkower  and  K.  White,  loc.  cit., 
p.  1434. 

38.  “By  and  large,  it  is  true  that  the 
‘don’t  worry,’  ‘take  it  easy,’  ‘pull-yourself 
together,’  or  ‘cheer-up-old  man’  approaches 
are  ineffectual.”  — E.  Wittkower  and  K. 
White,  loc.  cit.,  p.  1434. 

39.  “Some  years  ago  Dr.  Tracy  B.  Mal- 
lory looked  up  the  cases  with  enlarged 
spleens  and  found  that  the  largest  spleens, 
except  for  the  leukemias  and  the  primary 


splenic  diseases,  were  associated  with  chron- 
ic pyelonephritis.”  — - Benjamin  Castleman, 
Case  Records  of  the  M.  G.  H.,  The  New 
England  Journal  of  Medicine,  Apr.  22,  1954. 
p.  697. 

40.  “I  have  learned  to  respect  the  poten- 
tialites  of  metastatic  breast  disease  to  dis- 
obey the  rules  of  neoplastic  disease,  to  pro- 
duce bizarre  symptoms  of  long  duration  or 
to  exist  without  provoking  much  constitu- 
tional reaction  even  when  widespread.”  — 
Joseph  W.  Gardella,  Case  Records  of  the 
M.  G.  H.,  The  New  England  Journal  of  Medi- 
cine, Apr.  29,  1954,  p.  735. 

41.  “Alcohol  should  not  be  prescribed 
because  it  is  erratic  in  its  action,  its  pre- 
scription carries  the  danger  of  abuse,  and 
the  taking  of  a dose  may  be  inappropriate 
to  the  patient’s  activities.  (One  should  con- 
sider, for  example,  the  consequences  of  ad- 
vising a patient  who  complains  of  vasospasm 
on  grasping  a cold  steering  wheel  to  take  a 
drink  of  whiskey  before  driving.)”  — Edw. 
Edwards,  The  New  England  Journal  of  Med- 
icine, Apr.  29,  1954,  p.  715. 

42.  “To  tell  a husband  that  he  is  a sub- 
fertile  is  a serious  blow  to  his  self-confidence, 
however  well  he  and  his  wife  may  accept  it 
at  the  conscious  level.  It  is  equally  hard  on 
the  wife  to  learn  that  she  is  barren,  however 
kindly  the  hard  word  is  avoided ; and  unless 
she  has  some  condition  which  demands  treat- 
ment, she  should  never  be  given  cause  to 
think  herself  so.  By  taking  thought  we  can 
sometimes  avoid  creating  a situation  in 
which  the  husband  is  content  to  blame  his 
wife,  or  the  wife  feels  — whether  she  ex- 
presses it  openly  or  not  — resentment  to- 
wards her  husband.”  — Leading  Article  The 
Lancet,  June  5,  1954,  p.  1169 

43.  “Perhaps  the  most  damaging  way  of 
telling  a patient  more  than  he  should  hear 
is  to  stand  at  his  bedside  and  instruct,  as 
though  across  a stone  effigy,  a class  of 
students  in  the  variety  of  misfortunes  to 
which  his  disorder  lays  him  open.”  — Lead- 
ing Article  The  Lancet,  June  5,  1954,  p.  1170. 

(To  be  continued) 


Current  Therapy 

(Continued  from  Page  496) 
cated ; the  more  general  use  of  the  low  water 
soluble  compounds  such  as  Bicillin  by  the 
oral  route  is  recommended ; oral  penicillin 
might  also  be  used  more  widely  in  operative 
and  dental  patients;  hypoallergenic  penicil- 
lins are  recommended;  and  finally,  in  many 
instances,  not  penicillin,  but  symptomatic 
therapy  is  strongly  urged. 
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The  Need  for  Early  Recognition  of  Congenital 
Dysplasia  of  the  Hip 

By  Morton  H.  Leonard,  M.  D.,  F.  A.  C.  S.,  El  Paso 


Congenital  dysplasia,  subluxation  and  dis- 
location of  the  hip  are  not  common  condi- 
tions in  the  Southwest.  However,  the  need 
for  early  recognition  of  this  condition  as 
pointed  out  many  years  ago  by  Putti  and 
others  is  of  vital  importance.  The  diagnosis 
depends  mainly  on  having  a high  index  of 
suspicion  since  it  is  an  easy  diagnosis  to 
make  when  thought  of.  Ones  degree  of  suc- 
cess in  the  treatment  of  this  condition  is  in 
inverse  proportion  to  the  age  of  which  the 
condition  is  discovered.  The  end-results  of 
treating  this  condition  after  infancy  still 
leave  much  to  be  desired. 

Congenital  Dysplasia 

Congenital  dysplasia,  subluxation  and  dis- 
location are  apparently  degrees  of  the  same 
condition.  The  dysplastic  hip  shows  an  un- 
der-development of  the  ilium,  ischium  and 
femur  on  the  involved  side  or  sides.  In  a 
subluxation  the  under-development  has  per- 
mitted the  head  of  the  femur  to  slip  partially 
out  of  its  socket.  In  a dislocation  this  process 
has  continued  until  there  is  no  longer  any 
contact  of  the  cartilage  of  the  head  of  the 
femur  with  the  glenoidal  cavity. 

Interestingly  enough  the  incidence  of 
congenital  dysplasia,  subluxation  and  disloca- 
tion of  the  hip  seems  to  be  much  less  in  the 
Southwest  than  in  the  East  and  Midwest. 
This  is  in  contrast  to  foot  deformities.  The 
exact  reason  for  this  is  not  known.  Is  it  a 
function  of  the  minerals  in  the  soil?  It  is 
well  known  that  certain  groups  have  a high 
incidence  of  congenital  dislocation  of  the  hip. 
This  is  particularly  true  along  the  Mediter- 
ranean. Why  this  condition  occurs  so  much 
more  frequently  in  females  than  in  males 
has  not  been  clarified.  It  could  be  a matter 
of  hormonal  balance. 

Early  Recognition 

In  areas  where  this  condition  is  very  com- 
mon, as  for  example  in  the  south  of  Italy, 
the  need  for  early  recognition  of  this  condi- 
tion has  been  stressed  for  years.  Putti  of 
the  Institute  Rizzoli  emphasized  early  diag- 
nosis at  least  30  years  ago  and  advised  an 
abduction  splint  for  the  treatment  of  early 
cases. 

The  diagnosis  of  a congenital  dysplasia  of 
the  hip  should  be  made  before  the  child 


^Presented  at  Staff  Meeting  of  Hotel  Dieu,  El  Paso,  May  6,  1954. 


walks.  A high  index  of  suspicion  is  the  “sine 
qua  non”  in  the  recognition  of  this  disorder. 
The  most  reliable  sign  is  limitation  of  abduc- 
tion! With  the  thigh  held  in  a “frog”  position 
inability  to  approximate  it  almost  to  the 
examining  table  with  the  pelvis  level  should 
immediately  arouse  suspicion.  Mothers  some- 
times detect  this  condition  when  they  are 
attempting  to  diaper  their  baby  and  find 
that  the  child  can  not  flex,  abduct  and  ex- 
ternally rotate  one  hip  as  freely  as  the  other. 
In  an  early  case  when  an  attempt  is  made 
to  flex,  abduct  and  externally  rotate  the 
thigh,  a snapping  sound  may  be  heard  with 
a concomitant  “thump”  being  felt  after  which 
the  thigh  will  fall  into  “frog”  position  equal- 
ly on  the  two  sides.  Should  this  occur  it  is 
known  as  Ortolani’s  sign.  Another  early  sign 
is  asymmetry  of  the  two  thighs  with  differ- 
ences in  level  of  the  inguinal  and  buttock 
creases.  The  latter  folds  are  the  most  re- 
liable levels  of  comparison  (Fig.  1). 


The  pelvis  is  level.  The  right  thigh  almost 
contacts  the  table.  The  left,  shows  limited 
abduction.  Note  odso  the  extra  thigh  creases 
on  the  left. 

Piston  Mobility 

Piston  mobility  which  is  elicited  by  hold- 
ing the  pelvis  with  one  hand  and  sliding  the 
femur  with  the  hip  flexed  in  an  up  and 
down  direction  can  sometimes  be  demon- 
strated. Shortening  is  shown  by  flexing  the 
hips  and  knees  placing  the  feet  on  the 
examining  table  and  comparing  the  levels 
of  the  knees. 

If  the  child  has  already  begun  to  walk  a 
gluteal  lurch  will  usually  be  present.  Limita- 
tion of  abduction  will  of  course  still  be  evi- 
dent as  will  the  shortening  with  asymmetry 
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of  the  creases.  If  a long  standing  dislocation 
is  present,  a sway  back  will  also  be  seen. 

In  infants  who  have  the  clinical  signs  of 
dysplasia,  subluxation  or  dislocation  of  the 
hip,  the  x-ray  is  frequently  difficult  to  inter- 
pret. The  involved  side  will  show  evidence 
of  dysplasia,  that  is  the  entire  side  of  the 
pelvis  will  be  smaller  on  that  side  than  on 
the  other  and  the  development  of  the  ossific 
center  of  the  head  of  the  femur  will  be  de- 
layed. A constant  sign  is  an  alteration  of 
Shenton’s  line : this  is  a line  drawn  at  the 
upper  portion  of  the  obturator  foramen  and 
continued  along  the  arch  of  the  neck  of  the 
femur.  It  will  be  smooth  and  unbroken  if 
the  hip  is  in  its  normal  position.  (Fig.  2). 
The  radiographic  diagnosis  in  luxation  is 
simpler  with  the  head  lying  laterally  and 
superiorly  in  addition  to  the  above  roentgen 
findings.  The  appearance  of  a case  of  frank 
dislocation  is,  of  course,  obvious. 


Figure  2 

Dysplastic  hip  in  a three  month  old  child. 
Note  the  difference  in  size  or  components  of 
innominate  hone,  sloping  acetabulum,  the 
alteration  of  Shenton’s  line  and  the  asym- 
metry of  the  skin  creases  on  the  left. 


Figure  3A 

The  purpose  of  this  pillow  is  to  maintain 
abduction. 


Results  Gratifying 

The  results  pf  treatment  of  early  cases  of 
subluxation  are  most  gratifying.  Dynamic 
splinting  was  first  described  by  Putti  many 
years  ago  and  the  same  concept  has  been 
recently  popularized  in  the  Frejka  pillow. 
(Fig.  3a  & 3b).  In  most  instances,  if  the 


Figure  3B 

Rear  view  of  child  in  pillow. 


Figure  4 

Modified  Dennis-Browne  bar.  The  shoes 
are  adjusted  on  the  bar  so  that  the  hips  are 
held  in  abduction  and,  internal  rotation. 
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child  is  less  than  one  year  of  age  and  there 
is  not  a frank  dislocation,  the  application  of 
a Frejka  pillow  followed  by  dynamic  splint- 
ing in  abduction  and  internal  rotation  with 
the  Dennis-Browne  bar  will  result  in  a nor- 
mal hip.  (Fig.  4;  Fig.  5a,  5b  & 5c). 


Figure  5A 

Subluxation  of  the  left  hip,  female  child 
age  six  months.  Note  the  break  in  Shenton’s 
line. 


Figure  5B 


After  two  months  in  pillow  splint  the 
position  is  unproved. 

In  a child  between  one  and  two  years  of 
age  it  is  usually  necessary  to  gently  manipu- 
late the  hip  under  anesthesia  to  place  the 
head  of  the  femur  in  the  acetabulum  in  a 
“frog”  position.  This  position  is  maintained 
for  3 months  and  is  followed  by  long  leg 
casts  with  a bar  between  them  to  hold  the 
hips  in  abduction  and  internal  rotation  for  a 
further  two  to  three  months.  The  casts  with 
the  bar  constitute  a dynamic  form  of  splint- 
ing. Dennis-Browne  night  splints  are  then 
used  until  an  acetabulum  of  sufficient  depth 
develops.  (Fig.  6a,  6b  & 6c). 


Figure  5C 

The  child,  is  now  age  four.  The  hip  is  still 
dysplastic  but  the  acetabulum  is  good. 


Figure  6A 

Male,  age  eighteen  months,  left  hip  dis- 
located. 


Figure  6B 


Reduced  and  in  “frog”  cast. 
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Figure  6C 


Age  three  years.  The  acetabulum  still 
slopes  and  accordingly  dynamic  splinting 
using  a Dennis-Browne  night  splint  conti- 
nues. 


Figure  7B 

Child,  in  a stretching  cast.  The  right  hip 
is  in.  The  left  hip  is  held  in  “frog”  position 
to  stretch  the  adductors  without  an  attempt 
being  made  to  secure  definitive  reduction. 


Preliminary  Stretching 

In  the  age  group  2 to  4 it  is  usually  neces- 
sary to  employ  preliminary  stretching  in 
order  to  loosen  up  the  tightened  adductors 
before  the  hips  can  be  gently  replaced  in  the 
acetabulum  by  manipulation  or  if  necessary 
by  open  reduction.  This  stretching  is  vital 
since  the  use  of  extreme  force  at  the  time 
of  manipulation  may  irrevocably  destroy  the 
joint.  Position  in  this  group  is  maintained 
by  a “frog”  cast  if  reduction  has  been  by 
manipulation  or  by  a spica  cast  with  the  hip 
held  in  abduction  and  internal  rotation  if  the 
reduction  has  been  accomplished  by  open 
surgery.  After  a suitable  time  in  fixed  plas- 
ter, bilateral  long  leg  casts  with  a bar  be- 
tween them  followed  by  Dennis-Browne 
night  splints  are  used  until  a good  acetab- 
ulum develops.  (Fig.  7a,  7b,  7c,  7d  & 7e). 


Figure  7A 

Subluxation  on  the  right  and  dislocation 
on  the  left  in  a two  year  old  girl. 


Figure  7C 

One  week  later,  both  hips  now  in  following 
second,  general  anesthetic  and,  manipulation. 


Figure  7D 

Lateral  views  or  stereos  must  be  made  to 
insure  placement  of  the  hip  in  the  acetabu- 
lum. 
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Figure  7E 

Child  now  four  years  of  age  and  continues 
in  Dennis-Browne  night  splint.  Will  probab- 
ly need  a shelf  operation  on  the  left. 


The  result  of  brutal  manipulation  of  hips 
at  the  age  of  ten. 

Disastrous  Results 


The  ages  mentioned  above  are  a rough 
index  since  the  pathology  can  vary  in  each 
age  group  to  a marked  extent.  (Fig.  8). 


Figure  8 

A two  year  old  female,  untreated.  Please 
compare  with  Fig.  7a. 


In  children  past  the  age  of  4 it  is  felt 
by  the  author  that  no  attempt  should  be 
made  to  replace  the  head  in  the  acetabulum. 
The  results  of  such  attempts  are  sometimes 
disastrous  for  the  patient.  (Fig.  9).  If  in 
later  life  back  pain  should  develop  because 
of  the  unstable  gait  osteotomy  will  improve 
stability.  In  those  instances  where  the  head 
of  the  femur  is  not  frankly  dislocated  a shelf 
operation  may  be  indicated. 

Summary 

Since  the  success  of  treatment  in  congen- 
ital dislocation  of  the  hip  varies  in  inverse 
ratio  to  the  age  at  which  treatment  is  insti- 
tuted, all  physicians  who  treat  children 
should  have  a high  index  of  suspicion  as  re- 
gards this  condition  so  that  this  relatively 
easy  diagnosis  may  be  made  as  early  as  pos- 
sible and  treatment  started  when  a good  hip 
can  probably  be  obtained  for  the  patient. 
All  infants  should  have  their  lower  extrem- 
ities placed  in  a “frog”  position  to  test  the 
hips.  Should  this  simple  maneuver  be  carried 
out  routinely  I believe  that  most  congenital 
variations  of  the  hip  would  be  detected  at 
an  early  age  and  treatment  started  at  a time 
when  end  results  are  good. 


Geriatric  Intrinsic  Factor 

Purified  intrinsic  factor  concentrate  (PI- 
FC)  has  been  added  to  three  of  Lederle’s 
geriatric  products,  Gevral,  Gevrine,  and  Gev- 
ral  Protein. 

Intrinsic  factor  has  been  recognized  for 
many  years  as  necessary  for  the  body’s  utili- 
zation of  vitamin  B12.  The  factor  is  in  the 
gastric  tissue  of  animals  and  PIFC  is  its 
most  purified  form. 
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The  Chiropractic  Problem* 

By  D.  C.  White,  AB,**  Tufts  College  Medical  School,  Boston. 


On  September  18,  1895  in  the  quiet  mid- 
dle western  town  of  Davenport,  Iowa,  a 
great  mass  of  truth  was  ripped  from  the 
confusion  of  the  universe.  It  was  the  answer 
to  a problem  that  has  beset  mankind  from 
the  beginning  of  time;  the  problem  of  human 
sickness.  This  answer  was  revealed  to  the 
fertile  mind  of  one  D.  D.  Palmer.  He  alone 
possessed,  for  the  first  time  in  history,  the 
long  secret  cause  of  all  human  ill-health. 
Even  more  important,  lie  now  could  correct 
all  human  sickness,  from  cancer  to  house- 
maid’s knee.  He  called  this  revelation  “Chiro- 
practic.” Through  clever  showmanship  and 
excellent  promotion,  it  now  boasts  over 
25,000  disciples  serving  more  than  30,000,- 
000  suffering  Americans,  and  is  the  second 
largest  of  the  healing  arts. 


Basic  Philosophy 

The  basic  philosophy  of  chiropractic 
stems  from  the  fact  that  the  ordered  func- 
tions of  the  body  are  controlled  by  a “Uni- 
versal Intelligence”  which  acts  through  the 
central  nervous  system.  “Dis-ease”  (the  loss 
of  ease)  occurs  when  some  part  of  the  body 
is  deprived  of  this  control.  Since  the  con- 
trolling force  flows  to  the  body  cells  through 
the  CNS  pathways,  a misalignment,  or  ver- 
tebral subluxation,  by  producing  mechanical 
stricture  of  the  spinal  nerve  roots,  will  im- 
prison this  vital  force.  To  restore  health,  one 
must  adjust  the  misaligned  vertebra,  thus 
releasing  the  imprisoned  energy  of  the  “Uni- 
versal Intelligence.”  To  diagnose  and  treat  all 
illness,  no  matter  what  the  variety,  all  the 
chiropractor  has  to  do  is  find  the  sublux- 
ation, adjust  it,  and  keep  it  adjusted.  Find- 
ing the  subluxation  is  the  first  step.  In  the 
early  days,  chiropractors  had  to  depend  on 
manual  palpation  of  the  posterior  spinous 
processes  to  find  a subluxation.  As  one  can 
readily  realize  from  the  anatomy  of  these 
processes,  many  a subluxation  was  found. 
However,  there  was  always  the  problem  of 
possible  subluxations  hidden  from  even  the 
most  practiced  hand.  As  with  medicine,  the 
magic  of  electronics  triumphantly  eliminat- 
ed this  human  error.  Up-to-date  chiropract- 
ors use  X-ray,  the  ingenious  neurocalometer, 
and  other  such  instruments  to  give  their 
patients  the  ultimate  in  protection.  However, 
for  the  poorer  brethren  of  the  chiropractic 
fold  who  cannot  afford  this  expensive  ap- 


*  Reprinted  from  Tufts  Medical  Journal. 
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paratus,  one  school  of  chiropractic  theory 
conveniently  sets  the  cause  of  all  human  ills 
in  misalignments  of  the  top  two  cervical 
vertebra. 

Cause  Is  Trauma 

The  cause  of  subluxations  is  held  to  be 
trauma.  However,  the  symptoms  of  which 
the  patient  complains  need  not  be  rationally 
referable  to  the  supposed  site  of  trauma 
(or  subluxation)  because  impulse  starved 
cells  may  produce  toxins  which  are  capable 
of  acting  on  other  cells  of  the  body.  This 
doctrine  is  used  to  explain  many  of  the  phe- 
nomena which  we  regard  as  incontroversial 
medical  fact.  Bacteria  and  virus  are  held 
to  be  the  products  of  degenerating  cells,  and 
an  inoculation  with  a vaccine  or  antitoxin 
is  thought  to  be  just  an  added  insult  to  an 
already  ill  patient.  ACTH,  insulin,  and  the 
other  hormones  we  use  so  widely  in  modern 
practice  are  also  thought  to  be  products  of 
cellular  degeneration  in  the  body.  The  chiro- 
practic attitude  seems  to  imply  that  the 
medical  profession  imposes  these  “toxic  sub- 
stances” on  the  long  suffering  public  in  order 
to  prolong  their  illnesses.  To  prove  this 
point,  use  is  made  of  reports  of  various  drug 
indiosyneracies  like  agranulocytosis  and  al- 
lergic phenomenon,  which  from  time  to  time 
find  their  way  into  the  newspapers.  This 
attitude  is  maintained  toward  vitamins,  an- 
algesics, cathartics,  and  indeed  the  whole 
pharmacopea.  Chiropractic  states  in  general 
that  this  is  a grave  sociological  as  well 
as  a scientific  problem,  because  of  the  ter- 
rific loss  to  society  through  the  use  of  these 
expensive  preparations ; a use  fostered  by 
the  money-hungry  M.D.  and  the  monopolistic 
drug  houses.  We  may  indeed  agree  with 
them  that  close  examination  of  this  problem 
does  truly  reveal  a grave  sociological  pro- 
blem. 

Illegal  Practice 

It  is  illegal  for  the  chiropractor  to  pract- 
ice diagnosis  in  most  states.  This  matter 
is  handled  quite  ingeniously  by  the  profes- 
sion. It  is  explained  to  the  patient  that  an 
attempt  at  diagnosis  is  unnecessary,  and 
will  only  serve  to  confuse  the  issue.  He  will 
not  try  to  fool  the  patient  by  using  long 
Greek  or  Latin  words.  All  the  chiropractor 
need  do  is  find  the  subluxation,  replace  the 
displaced  vertebra,  and  the  patient  is  on  the 
happy  road  to  health.  Failures  (chiropractic 
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is  only  98  per  cent  effective)  are  explained 
on  the  logical  premise  that  the  injured  cells 
have  been  cut  off  from  the  vital  controlling 
force  too  long,  or  that  there  is  a surgical 
or  congenital  lack  of  the  needed  cells.  It  is 
of  interest  here  to  note  that  the  son  of  the 
“Discoverer  of  Chiropractic,”  the  “Develop- 
er” of  the  modern  art,  B.  J.  Palmer  was  of 
urgency  compelled  to  a trans-urethral  resec- 
tion for  what  could  only  have  been  a con- 
genital anomaly.  His  hyperplastic  prostatic 
“congenital  anomaly”  manifested  itself  at 
the  tender  age  of  68. 

History 

Knowing  a little  of  the  philosophy  of  this 
art,  the  reader  can  gain  a deeper  insight  into 
the  chiropractic  problem  by  giving  the 
history  of  chiropractic  some  attention.  David 
Daniel  Palmer,  bee  keeper,  fish  peddler,  faith 
healer,  learned  in  the  hard  school  of  ex- 
perience, later  a devotee  of  the  then  popular 
magnetic  healing,  absorbed  knowledge  by 
observation  and  by  the  study  of  phrenology, 
anatomy,  and  pathological  physiology  before 
he  conceived  of  his  basic  premise.  This  is 
how  the  science  was  born.  The  janitor  of 
D.  D.  Palmer’s  office  building  in  Davenport, 
Iowa  had  been  deaf  for  17  years.  In  the 
history,  it  seemed  that  the  man  had  been  lift- 
ing an  object  while  in  a stooped  position 
when  he  heard  a loud  pop  which  he  thought 
was  in  his  back.  That  pop  had  been  the  last 
sound  he  had  ever  heard.  On  physical  ex- 
amination D.  D.  Palmer  noted  a fourth  cerv- 
ical mass  upon  which  he  instituted  treat- 
ment. The  janitor  lay  face  down  on  the  floor 
and  D.  D.  Palmer  gave  the  mass  a terrific 
shove.  Immediately  a smile  crossed  the  jan- 
itor’s care-worn  face — he  heard  the  horse 
drawn  traffic  in  the  street  four  floors  below. 
In  fact  he  did  not  even  seem  to  mind  his 
bleeding  nose. 

Family  Secret 

In  the  face  of  such  initial  success,  D.  D. 
Palmer’s  practice  mushroomed.  Yet  he 
wished  to  keep  his  great  discovery  a family 
secret.  It  was  his  enterprising  son,  B.  J. 
Palmer  (now  faithfully  revered  as  the  “De- 
veloper”) who  wanted  to  give  this  gift  to  the 
world.  The  first  school  of  chiropractic  was 
formed  in  1897  when  one  student  took  the 
two  week  course  for  a rumored  $500.00.  By 
1898  the  course  was  lengthened  to  three 
months  and  the  curriculum  including  read- 
ing Dr.  Pierce’s  Family  Medical  Adviser. 
The  tuition  then  dropped  to  $300.00  payable 
in  advance,  and  the  attrition  in  this  early 
endeavor  was  quite  high.  Unfortunately  D. 


D.  Palmer  had  a scientific,  not  a practical 
mind,  and  by  1902,  he  had  managed  to  spend 
$8000.00  more  than  he  could  find.  He  fled 
to  Oregon  quietly  and  left  the  school  in  the 
possession  of  his  21  year  old  son,  B.  J.  Pal- 
mer. By  this  time  the  early  graduates  began 
setting  up  schools  of  their  own.  The  “Dis- 
coverer” himself  even  taught  in  a rival  insti- 
tution. As  is  usual  with  the  “irregular” 
healers,  neophytes  wished  to  improve  on  the 
basic  idea  and  gain  a little  of  the  glory  for 
themselves.  Most  of  these  new  institutions 
failed,  but  an  important  rival  theory  dev- 
eloped— the  so  called  mixer  element.  This 
combined  the  science  of  adjusting  with  co- 
lored lights,  diathermy,  massage,  colon  ir- 
rigation, and  sundry  other  embellishments. 
The  mixers  now  outnumber  the  straights 
(or  pro-Palmer  element)  but  their  protestant 
nature  seems  to  have  kept  them  from  too 
effective  organization.  Lately  the  furor  ra- 
diating from  the  Palmer  school  has  some- 
what diminished,  and  the  mixers  have  be- 
come more  important,  but  in  the  past  the 
profession  as  a whole  has  generally  followed 
the  lead  of  the  Palmer  school,  albeit  often 
quite  begrudgingly. 

Legal  Turmoil 

About  1906,  D.  D.  Palmer  returned  to 
the  site  of  his  discovery.  He  and  his  son 
began  a legal  turmoil  which  finally  ended  in 
the  sale  of  the  now  flourishing  school  to  the 
son  for  $2,196.79.  However,  D.  D.  Palmer  de- 
manded two  abnormal  spines,  six  vertebrae, 
and  any  12  books  in  the  library,  which,  with 
the  gift  of  truth,  seemed  to  be  the  necessities 
for  establishing  another  institution.  D.  D. 
Palmer  continued  his  practice  but  landed  in 
jail.  He  wrote  “I  am  not  in  this  cell  for 
lack  of  princiPAL,  but  for  an  abundance  of 
princiPLE.”  To  keep  his  public  happy,  he 
hung  a sign  out  of  the  jail  window  which 
read:  TIME  PASSES  QUICKLY.  Here  and 
later  he  set  down  his  classic  tome  on  the  art, 
science,  and  practice  of  his  foundling  cult. 

Jealousy 

Jealousy  between  the  father  and  son 
became  very  intense,  especially  since  the  son 
had  finally  gained  some  measure  of  social 
recognition  in  the  town.  This  was  something 
the  indigent  father  had  never  known.  The 
annual  lyceum,  or  chiropractic  conclave,  used 
to  begin  with  a parade  through  the  town  of 
Davenport,  Iowa.  In  1910  because  of  B.  J. 
Palmer’s  acceptance  in  the  Rotary  Club,  he 
really  put  on  a spectacle — at  the  head  of 
a two  mile  column  of  devotees  carrying 
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placards  with  appropriate  slogans,  the  “De- 
veloper” rode  in  a shiny  black  convertible. 
However  his  father  showed  up  carrying  a 
large  American  flag  and  announced  that  he, 
as  the  “Discoverer,”  would  lead  the  parade. 
The  ensuing  conversation  was  of  such  a 
nature  as  to  be  dotted  with  numerous  omitted 
words  as  recorded  at  the  later  trial.  After 
several  attempts  to  lead  the  parade  by  force, 
the  “Discoverer”  met  with  the  “Developer’s” 
car  under  such  circumstances  as  to  lead  to 
the  local  hospital,  or  so  the  story  goes.  At 
any  rate  that  would  have  been  a strange 
place  for  the  “Discoverer”  of  “Chiropractic.” 
The  “Discoverer”  died  shortly  afterwards. 
His  ashes  have  been  dutifully  placed  in  a 
glass  faced  crypt  in  a marble  pedestal  sup- 
porting a six  foot  bust  of  the  great  healer. 
This  monolith  stands  in  the  Twildo,  the  fa- 
vorite recreation  area  of  the  Palmer  School 
of  Chiropractic. 

Tumultous  History 

The  tumultous  history  of  this  cult  has 
been  a series  of  dramatic  actions  to  maintain 
the  leadership  of  the  Palmer  School.  Every 
possible  publicity  means  has  been  exploited. 
The  “Developer”  himself  wore  a pageboy  bob 
and  beard,  and  in  portraits  assumes  the  pose 
of  Lhermitte’s  Christ  Among  the  Lowly.  He 
rises  at  4:00  A.M.  and  proceeds  to  write; 
his  copious  pen  has  produced  28  volumes  of 
about  1000  pages  each  on  such  interesting 
things  as  the  history  of  the  USS  Iowa,  or  an 
excerpt  from  one  of  his  travels,  always  of 
course  interspersed  with  typical  chiropractic 
invective.  He  is  a collector  of  exotic  things ; 
gilded  buddhas  which  are  displayed  in  the 
school’s  rose  garden,  knives,  guns,  stuffed 
animals,  rare  fish,  circus  wagons,  phallic 
symbols — things  he  has  gleaned  in  his  travels 
all  over  the  world.  He  has  welded  a fortune 
from  utter  poverty  and  now  owns  farms,  a 
television  station,  and  two  powerful  radio 
stations.  As  becomes  a comfortable  multi- 
millionaire he  has  several  summer  homes. 
One  is  in  Sarasota,  Florida,  near  his  friend 
and  fellow  showman,  John  Ringling  North. 
He  developed  a diagnostic  instrument,  the 
neurocalometer,  and  then  restricted  its  sale 
to  patrons  who  took  a short  instruction 
course  in  his  school.  This  instrument  is  a 
thermopile  voltmeter  combination  whose 
small  case  can  be  held  easily  in  one  hand. 
Two  electrodes  which  protrude  from  the  case 
are  placed  astride  the  spine  in  search  of 
areas  of  hyperthermia  or  “hot  boxes.”  Si- 
multaneously, he  carried  out  an  extensive 
advertising  campaign,  so  the  patient  would 
know  that  the  proper  location  of  a sublux- 
ation could  not  be  accurately  determined 


without  one  of  these  meters.  These  each 
cost  $750.00.  The  capital  investment  in  these 
instruments,  the  so-called  chiropractor’s 
compass,  nearly  bankrupted  the  school  and 
he  was  forced  to  remove  the  above  noted 
restriction.  Now  you  can  snap  one  up  for  a 
mere  $150.00  down  and  $5.00  per  month 
rental  charge. 

Stereoptie  Films 

Another  factor  of  great  diagnostic  im- 
port is  the  X-ray.  At  first  the  profession 
had  trouble  obtaining  equipment,  but  now 
the  well  equipped  chiropractor  takes  6 in.  x 
36  in.  full  spine  exposures.  For  the  teaching 
unit  3D  stereoptie  films  are  used. 

The  latest  refinement  is  two-fold.  The 
first  part  is  anatomical;  the  “hole  in  one” 
announced  to  the  world  as  the  fact  that  the 
ultimate  cause  of  all  human  dis-ease  lies  in 
the  top  two  cervical  vertebra.  This  area  is 
much  more  susceptible  to  adjustment  and 
much  more  accessable  to  the  chiropractor. 
With  this  came  the  Palmer  torque,  toggle, 
recoil  move  which  makes  it  possible  to  use 
the  innate  recoil  of  the  spinal  cord  in  ad- 
justment. Now  even  the  slightest  woman 
can  deliver  a satisfactory  adjustment.  This 
type  of  adjustment  is  also  known  as  move 
206,  the  number  of  attempted  moves  before 
perfection.  This  figure  is  considerably  less, 
as  B.  J.  pointed  out,  than  it  took  Ehrlich  to 
discover  salversan.  This  double-barreled 
discovery  let  in  the  smallest  women  and 
saves  the  patients  the  embarrassment  of 
disrobing  before  treatment. 

Mystical  Experience 

Since  the  booming  twenties  when  the 
course  was  short  and  the  turnover  high,  B. 
J.  Palmer  has  devoted  his  time  to  establish- 
ing a scientific  basis  for  chiropractic.  Be- 
ginning with  a mystical  experience  and  then 
proving  it  scientifcally  is  a rather  interest- 
ing twist  to  the  scientific  method.  He  has  a 
beautiful  clinic  in  which  an  M.D.  diagnoses 
and  appraises  the  physical  condition  of  the 
patients  before  and  after  adjustment.  This 
controlled  research  feeds  his  statistics.  He 
has  lengthened  the  course  to  36  months  with 
4000  class  room  hours  required.  During  the 
second  World  War  there  was  a 20  per  cent 
reduction  in  enrollment  in  the  face  of  the 
longer  course  and  manpower  shortage,  even 
though  chiropractic  (as  well  as  osteopathic 
and  medical  students)  were  deferred  from 
the  draft.  The  school  got  a godsend  in  the 
G.  I.  Bill  of  Rights,  whence  the  enrollment 
jumped  to  1,400  students,  at  which  point  it 
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remains  today.  It  is  essential  to  maintain 
enrollment  in  these  schools  as  they  have  re- 
latively no  endowment. 

Frustrated  Doctors 

With  the  longer  course  the  student  type 
has  changed.  Those  that  I have  dealt  with 
are  earnestly  interested  in  the  science;  some 
are  those  who  have  been  frustrated  in  a med- 
ical career,  others  felt  they  have  actually 
been  physically  helped  by  adjustments.  The 
old  time  histrionics  will  no  longer  pull  people 
in  for  such  a long  and  expensive  course. 

It  is  interesting  that  the  students  often 
work  the  three  to  eleven  shift  at  local  fac- 
tories and  make  pocket  money  by  illicit  ad- 
justments in  the  shop  locker  rooms.  For- 
merly the  students  could  pursue  the  course 
for  half  the  required  time,  get  the  Chiro- 
practor degree  and  thereby  be  able  to  pract- 
ice until  they  had  accumulated  sufficient 
funds  to  complete  their  education.  With  the 
new  course,  this  has  been  abolished.  Now 
the  degree  on  completion  of  the  course  is  the 
D.C.  or  Doctor  of  Chiropractic,  with  the  Ph. 
C.  or  Philosopher  of  Chiropractic  degree  re- 
served for  those  students  who  graduate  with- 
out a mark  under  A. 

Meal  Ticket 

The  education  includes  a great  deal  of 
neuroanatomy  and  physiology,  but  it  is  in- 
tensely practical.  The  healer’s  biggest 
problem  is  keeping  the  patients  returning  to 
his  office.  Since  the  usual  clientele  is  female, 
they  always  provide  a special  treatment 
kimona,  knowing  that  she,  more  often  than 
not,  will  return  it  after  her  cure.  Once  inside 
the  office  the  rest  is  easy.  Also  the  meal 
ticket  sham  is  a good  one.  The  patient  is 
diagnosed  and  the  number  of  treatments  de- 
termined. The  patient  then  is  sold  a book  of 
tickets,  and  as  the  disease  progresses  she 
loses  tickets.  Students  now  are  given  stage 
money  to  invest,  to  advertise,  to  bank  and 
to  do  all  the  other  things  their  forbears  have 
learned  leads  to  succesful  practice. 

Medical  persecution  has  united  the  profes- 
sion. The  Pro-Palmer  or  straight  group  has 
formed  the  International  Chiropractic  As- 
sociation which  has  approved  15  of  the  25 
currently  solvent  schools.  It  has  forced  some 
sort  of  licensing  in  all  but  New  York,  Mas- 
sachusetts, Alabama,  Mississippi,  and  Louis- 
iana in  some  form  or  other.  The  basic 
science  legislation,  where  an  examination  in 
certain  basic  subjects  is  required  before  the 
chiropractic  examination  can  be  taken,  is 
now  used  by  twenty-eight  states.  These  have 
sharply  curtailed  chiropractic  inroads  and 
have  caused  the  expected  scream  from  the 
association.  Six  other  states  have  inadequate 


legislation.  By  their  own  admission,  there 
are  more  practitioners  practicing  without  a 
license  than  with  one  in  Illinois  and  Ohio, 
where  the  chiropractors  are  given  licenses 
as  limited  practitioners  under  the  medical 
practice  acts.  That  there  are  chiropractors 
openly  advertising  who  have  no  license, 
either  because  their  state  does  not  recognize 
them  or  because  they  cannot  pass  the  basic 
science  examinations,  should  give  some  clue 
to  their  power. 

Latest  Scheme 

Chiropractic  care  has  been  recognized  by 
Workman’s  Compensation  Boards  in  all  but 
eleven  states.  On  the  national  level  Senator 
Warren  G.  Magnuson  of  Washington  re- 
cently introduced  a bill  to  provide  chiro- 
practic care  for  veterans.  It  is  supported 
by  the  Veterans  of  Foreign  Wars  and  many 
American  Legion  Posts.  The  latest  scheme 
is  the  chiropsychiatric  study,  a specialized 
chiropractic  treatment  dealing  with  mental 
illness.  The  Health  Freedom  Association  has 
succeeded  in  getting  chiropractors  into  the 
tax  supported  mental  institutions  in  North 
Dakota. 

These  inroads  on  society  are  the  outward 
manifestations  of  a much  more  important 
process.  The  clever  use  of  propaganda  can 
divert  attention  from  the  wasted  lives  gone 
too  long  with  cancer  before  proper  medical 
treatment,  by  focusing  attention  on  the  oc- 
casional anesthetic  death,  the  idiosyncrasy 
in  drug  reaction,  or  an  unforeseen  surgical 
complication.  The  Chiropractic  Home  — 
oracle  of  the  National  Chiropractic  As- 
sociation, is  an  example  of  such  a media. 
Newspaper  clippings  that  supposedly  slipped 
past  stringent  medical  censorship  are  sent 
in  by  the  readers  to  show  scandals  in  sup- 
posedly charity  institutions ; children  dying 
of  antihistamine  toxicity,  poisons  put  into 
bread  to  keep  it  fresh,  and  other  bits  of  me- 
dicine’s supposedly  dirty  linen.  These  are 
combined  with  glowing  testimonials  and  dis- 
torted excerpts  from  current  medical  liter- 
ature, all  of  which  are  embellished  with 
emotional  and  heart  rending  pictures  to  form 
a palatable  slush  to  feed  the  public. 

It  must  be  clear  then  that  this  special 
facet  of  healing  perpetrated  on  the  sick  and 
suffering  must  be  dealt  with  first  by  ex- 
posing its  obvious  discrepancies  in  fact,  se- 
condly by  illuminating  its  quasi-scientific 
history,  and  most  important  by  learning 
from  this  cult  a better  medical  public  re- 
lations program.  If  this  can  be  done,  a con- 
stant undermining  threat  to  the  public  con- 
fidence in  the  medical  profession  can  be 
eradicated,  and  true  medical  knowledge  can 
continue  its  job  of  healing  the  sick. 
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Monthly  Clinical  Pathological  Conference  of 
El  Paso  General  Hospital 
September  16,  1954 

Frederick  P.  Bornstein,  M.  D.,  Editor 
Case  No.  A-311 

Presentation  Of  Case  By  Clement  C.  Boehler,  M.  D. 
and  Celso  C.  Stapp,  M.  D. 


Dr.  SC  L.  Wright: 

This  70  year  old  Mexican  woman  was  ad- 
mitted to  the  El  Paso  General  Hospital  Gyn- 
ecology Clinic  with  a note  from  her  local 
physician  stating  that  she  had  a procidentia 
complicated  by  a cystocele  and  rectocele.  The 
note  also  stated  that  a hysterectomy  had 
been  done  in  1920 ; however,  the  patient  still 
had  the  cervix.  From  the  clinic,  the  patient 
was  admitted  to  the  hospital  for  a general 
work-up,  preceding  surgery  for  procidentia. 

The  physical  examination  revealed  an  eld- 
erly white  woman,  not  acutely  ill.  She  had 
normal  respiration,  temperature  and  blood 
pressure  of  160/80.  The  head  and  neck  were 
not  remarkable.  The  chest  was  symmetrical- 
ly shaped.  The  heart  was  not  enlarged.  No 
murmurs  or  thrills  were  noted.  A few  moist 
rales  were  present  at  the  base  of  the  lungs. 
The  abdomen  showed  an  old,  well-healed  mid- 
line scar  below  the  umbilicus.  There  were  no 
palpable  organs,  masses,  or  tenderness  in  the 
abdomen. 

The  patient  is  a Para  VII  whose  last  men- 
strual period  was  in  1919  when  the  meno- 
pause set  in  following  an  operative  procedure 
of  unknown  nature.  For  the  past  three  to 
four  years,  the  patient  has  had  recurrence  of 
pain  in  the  right  lower  quadrant.  The  pain 
is  intermittent,  cramping,  and  radiating  to 
the  back.  The  patient  has  noted  a mass  hang- 
ing down  from  the  vagina  for  three  to  four 
years.  There  has  been  no  bleeding  or  spot- 
ting. It  is  stated  on  the  examination  that 
there  were  procidentia,  Grade  IV. 

On  June  22,  an  operation  was  performed, 
consisting  of  removal  of  the  entire  cervical 
stump,  after  which  the  vaginal  mucosa  was 
brought  together  with  chromic  sutures  and 
complete  obliteration  of  the  vaginal  tract 
was  accomplished.  The  pathological  report 
on  the  specimen  showed  squamous  hyper- 
plasia of  the  cervix.  There  was  no  evidence 
of  malignancy. 

The  patient  returned  for  follow-up  to  the 
gynecology  clinic.  Upon  returning,  her  chief 
complaint  was  frequency  and  burning  on 
urination.  A diagnosis  of  cystitis  was  made 
for  which  the  patient  was  treated  with  anti- 
biotics. On  July  24,  the  patient  returned 
complaining  of  nausea  and  vomiting  and  she 
was  unable  to  take  oral  medication.  Because 


of  these  complaints,  she  was  readmitted  to 
the  hospital.  On  readmission,  her  pulse  was 
98,  respiration  20,  and  temperature  100.6 
degrees.  Her  chief  complaint  was  that  she 
was  unable  to  hold  down  food  for  the  last 
three  or  four  days. 

The  clinical  examination  showed  an  elder- 
ly woman,  acutely  ill.  The  head,  neck,  and 
chest  were  not  remarkable.  She  complained 
of  pain  and  tenderness  throughout  the  entire 
abdomen.  The  abdomen  was  soft  and  there 
was  no  rigidity.  The  bowel  sounds  were 
active. 

The  laboratory  C.  B.  C.  on  admis- 
sion was  — BBC:  3.0  mil.;  WBC: 
38,950;  Dbg:  9.0  gm.;  Diff. : Stabs: 

24;  Segs. : 49;  Lvm.:  27;  Mono.:  I. 

The  x-ray  findings  on  July  26  revealed  a 
healthy  chest.  There  was  no  evidence  of 
pneumonia.  The  abdomen  was  negative  for 
evidence  of  ruptured  hollow  intra-abdominal 
viscus.  A soft  tissue  haze  was  suggestive  of 
ascites. 

Dr.  Stapp  was  consulted.  Since  her  tem- 
perature was  100.6  degrees  and  the  x-ray 
said  to  be  negative,  he  thought,  though  not 
typical,  that  this  was  hypersensitivity  re- 
sponse to  Chloromycetin.  In  view  of  this,  he 
recommended  the  discontinuation  of  all  anti- 
biotics and  whole  blood  and  a medical  consul- 
tation early  the  next  morning. 

The  following  day,  the  second  hospital 
day,  the  patient  had  developed  bilateral 
pneumonia  with  a temperature  of  106.4 
degrees.  A mass  was  found  on  rectal  exami- 
nation which  was  soft  and  painful.  It  was 
felt  that  this  mass  was  not  in  the  rectum 
but  impinging  on  the  rectum,  anteriorly.  It 
was  felt  a distance  of  approximately  4 cm. 
up  the  rectum. 

The  repeat  C.  B.  C.  at  this  time 
revealed  — BBC:  5.5  mil.;  WBC: 
16,000;  Hbg.  16.2  gm.;  Diff.:  Jiiv. 

4;  Stabs.:  8;  Segs.:  75;  Lym.:  16; 
Mono.  2. 

The  patient  was  treated  with  I.  V.  anti- 
biotics, fluids,  cold  sponges,  and  aspirin.  The 
temperature  could  not  be  controlled.  The 
patient’s  blood  pressure  remained  normo- 
tensive  until  about  five  hours  prior  to  death. 
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From  this  time  on  the  patient  was  in  a state 
of  shock  which  fluids,  blood  and  finally 
Levophed  would  not  alter.  Just  prior  to 
death,  the  temperature  was  110  and  the 
bloodpressure  was  50/0. 

Dr.  F.  P.  Bornstein : 

Before  we  start  with  the  differential 
diagnosis,  Dr.  Boehler  will  give  some  ad- 
ditional details  of  the  clinical  history. 

Dr.  C.  C.  Boehler: 

The  preoperative  examination  was  nega- 
tive for  any  masses.  She  had  complete  pro- 
cidentia of  the  cervix.  There  were  no  mas- 
ses in  the  pelvis  at  that  time.  The  operation 
consisted  of  removing  the  cervical  stump 
and  obliteration  of  the  vagina;  the  same 
technique  you  would  use  in  doing  a vaginal 
hysterectomy. 

X-RAY  DISCUSSION 
Dr.  C.  C.  McVaugh : 

There  is  no  evidence  of  free  air  within 
the  diaphragm,  on  either  side.  There  is  no 
evidence  of  a generalized  ascites.  This  ap- 
pears to  be  a pelvic  mass,  limited  to  the 
pelvis,  and  appears  to  be  the  only  significant 
finding  on  these  x-rays. 

Dr.  P.  Geers: 

I was  called  to  see  this  patient  around  4 
o’clock  in  the  morning  because  I was  the  in- 
tern on  call.  The  nurse  stated  that  she 
wasn’t  doing  well.  At  this  time,  she  had  a 
fever  of  106  degrees.  The  peristalsis  that 
was  heard  earlier  was  not  present.  The  ab- 
domen was  quite.  This  patient  was  distend- 
ed. On  rectal  examination,  a mass  was  felt, 
and  it  was  painful.  One  could  not  tell  for 
certain  whether  it  was  in  the  rectum  or  not. 
It  was  not  fungating  in  character.  By  this 
time  I felt  that  the  patient  had  an  obstruc- 
tion which  was  caused  by  either  a malignan- 
cy that  had  broken  open  or  by  some  other 
mass. 

DIFFERENTIAL  DIAGNOSIS 
Dr.  C.  C.  Stapp 

Here  are  a couple  of  things  that  we  noticed 
on  this  patient.  When  we  saw  her  in  the 
outpatient  clinic  on  Saturday  morning,  she 
was  complaining  of  frequency  and  burning- 
on  urination.  At  that  time  she  was  in  for 
a post-operative  examination,  a month  after 
operation.  The  operative  site  was  well  healed. 
The  perineum  was  clean.  She  mentioned  the 
fact  that  she  had  had  some  loose  stools,  but 
we  felt  that  from  the  bowel  standpoint  that 
everything  was  probably  all  right. 

We  instituted  treatment  for  the  cystitis 
that  she  had.  She  was  practically  normal 
when  seen  in  the  clinic  about  a week  before 


admission.  She  was  rather  spry,  came  in, 
walked  in  without  any  help  and  was  in  rather 
good  shape.  She  wasn’t  as  sick  as  when  she 
came  into  the  hospital.  Within  a period  of 
about  five  days,  she  got  very,  very  sick. 
When  she  first  came  into  the  hospital,  she 
was  tender  over  the  entire  abdomen,  slightly 
more  on  the  left. 

My  impression  in  this  case  was  that  the 
operation  in  itself  bore  no  relation  to  her 
demise.  I feel  that  there  is  something  other 
than  that.  My  first  impression  after  evaluat- 
ing the  situation  was  that  she  possibly  might 
have  a malignancy  of  the  sigmoid.  Although 
the  mass  itself  was  not  in  the  rectum,  I 
thought  that  it  was  pushing  down  from  above 
against  the  rectum,  possibly  from  the  sig- 
moid portion  of  the  colon. 

Also,  we  felt  at  that  time  that  having  had 
a hysterectomy  and  with  the  cervix  being 
removed,  there  ceilainly  shouldn’t  be  any 
relation  between  the  uterus  and  the  cervix 
and  her  final  outcome.  After  all,  it  had  been 
many  years  previously  that  she  had  had  the 
hysterectomy.  And,  from  the  biopsy  report 
given  on  the  cervix,  we  feel  that  the  cervix 
should  have  no  bearing  either.  I do  not  know 
whether  at  the  time  when  they  did  the  hys- 
terectomy they  removed  the  ovaries. 

It  would  seem  to  me  that  it  is  unlikely 
that  we  have  malignancy  of  the  ovary  or  a 
tumor  of  the  ovary  growing  this  late  after 
her  hysterectomy.  I still  feel  that  quite 
probably  the  condition  that  caused  her  death 
was  not  purely  a gynecological  one,  but  I 
certainly  don’t  feel  that  the  main  concern 
was  that  she  had  an  abscess  for  the  fact  is 
that  it  should  have  appeared  earlier. 

At  the  time  of  her  death,  the  perineum 
was  still  clean.  We  had  difficulty  because 
the  abdomen  was  rather  distented  so  we 
couldn’t  outline  by  abdominal  palpitation 
just  exactly  where  the  mass  was.  I think  it 
rather  important  that  we  have  the  patient’s 
abdomen  relaxed.  Another  thing : although 
she  was  quite  ill,  there  were  no  signs  of  in- 
testinal obstruction.  I believe  a great  deal 
had  to  do  with  her  age  because  she  was  not 
a young  seventy  but  an  old  seventy. 

Another  thing  that  we  can’t  escape  looking 
into  is  the  matter  of  the  possibility  of  a 
tumor  of  the  bladder  itself.  After  all,  she 
started  off  with  a frequency  of  urinating 
and  cystitis.  It  is  possible  that  we  may  be 
dealing  with  a urinary  type  of  tumor  which 
was  shoved  down  against  the  rectum  in  that 
manner,  so  that  it  must  be  considered  rather 
strongly.  The  possibility  of  fecal  impaction 
was  ruled  out  by  rectal  examination.  My 
presumptive  diagnoses : 

1.  Malignancy,  carcinoma  of  the 
sigmoid. 

2.  A tumor  of  the  bladder. 
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Dr.  J.  L.  Green: 

All  I know  about  this  patient  is  what  has 
been  said.  I think  that  someone  should  men- 
tion the  possibility  of  a pelvic  abscess  here. 
I think  that  it  should  be  mentioned  here  be- 
cause I believe  that  Dr.  Boehler  said  that  the 
peritoneum  was  opened  at  the  time  of  opera- 
tion. The  white  count  would  suggest  either 
pneumonia  or  abscesses.  The  lungs,  in  x-ray, 
rule  out  active  pneumonia  although  the  resi- 
dent, I believe,  said  that  there  were  some 
findings  of  terminal  pneumonia.  Perhaps 
we  ought  to  mention  the  possibility  of  a sub- 
phrenic  abscess  because  it  did  seem  that  on 
the  last  x-ray  there  was  some  lifting  up  of 
the  diaphragm  on  the  right  side.  My  guess 
would  be  that  she  had  a pelvic  abscess. 

Dr.  J.  T.  Rush: 

All  the  evidence  points  to  the  fact  that  she 
must  have  had  a pelvic  abscess  but  because 
of  the  fact  that  this  is  a CPC  we  always  like 
to  look  for  something  else  and  as  a final 
differential  diagnosis,  I would  like  to  offer 
the  supposition  that  she  may  have  had  acute 
hemorrhagic  necrosis  of  the  pancreas.  Those 
conditions  can  occur  in  any  patient,  at  any 
age,  and  especially  in  post-operative  cases 
and  they  can  cause  severe  shock,  which  is 
very  resistant  to  any  form  of  treatment. 

You  can  pour  in  a specified  amount  of 
blood  which  you  think  would  restore  their 
blood  pressure  to  normal  and  you  can  treat 
them  with  an  adrenal  cortical  extract ; and 
Pm  not  putting  all  my  marbles  in  one  bag, 
but  I think  this  is  one  thing  that  we  should 
consider  that  she  may  have  had,  an  acute 
pancreatic  necrosis  which  could  cause  her 
sudden  fall  in  blood  pressure,  a very  low 
temperature  and  would  account  for  a certain 
amount  of  pelvic  fullness  and  fluid  in  the 
lower  abdomen.  These  cases  are  not  very 
responsive  to  any  type  of  treatment. 

Dr.  C.  C.  Boehler: 

I feel  that  this  is  a complication  of  the 
operation  in  spite  of  what  Dr.  Bornstein  has 
told  me.  It  seems  most  logical  that  it  would 
have  to  be  much  a complication,  such  as  an 
abscess.  I do  not  feel  that  it  is  anything  else. 

CLINICAL  DIAGNOSIS:  Carcinoma  of  the 
rectum;  lobar  pneumonia. 

DR.  STAPP’S  DIAGNOSIS:  Carcinoma  of 
the  sigmoid ; tumor  of  the  bladder. 

ANATOMICAL  DIAGNOSIS:  1.  Acute  perit- 
onitis due  to  2.  ruptured  pyometra  due 
to  3.  obstruction  of  the  endometrial 
cavity. 


PAT  IK  ILOGICAL  DISCUSSK  >N 
Dr.  F.  P.  Bornstein: 

On  autopsy,  we  found  the  body  of  an  eld- 
erly, well  nourished  white  woman.  Upon 
opening  the  abdominal  cavity,  it  became 
quite  obvious  that  there  existed  a very  acute 
peritonitis.  There  were  several  thousand  cc. 
of  dark  brown  exudate  in  the  peritoneal  cav- 
ity. The  intestinal  loops  were  hyperemic  and 
covered  with  fibrin ; several  of  them  were 
adherent  in  the  small  pelvis.  In  the  small 
pelvis,  we  saw  the  corpus  uteri  and  that  it 
had  become  distended  and  cystic  in  consis- 
tency, and  that  there  was  a perforation  at 
the  fundus  of  the  uterus.  From  this  perfora- 
tion the  local  peritonitis  had  occurred.  Upon 
opening  the  uterus,  we  found  it  filled  with 
foul  smelling  fluid  and  found  that  the  entire 
endometrium  was  covered  with  a purulent, 
necrotic  exudate. 

What  is  the  interpretation  of  these  find- 
ings? I have  to  remind  you  of  certain 
basic  concepts  of  general  pathology.  In  this 
specific  case,  of  the  concept  that  any  hollow 
viscus  may  become  obstructed,  be  it  the 
gallbladder,  the  appendix,  or  the  uterus,  the 
latter  also  being  a hollow  viscus  although 
that  is  occasionally  forgotten.  If  such  an 
obstruction  occurs,  secretions  will  collect  in 
the  obstructed  viscus  and  this  will  produce 
a distention.  Such  obstructed  viscera  are  fre- 
quently subject  to  an  infection  which  may 
produce  a necrotizing  gangreneous  inflam- 
mation which  may  produce  rupture  and  sub- 
sequent peritonitis. 

As  far  as  the  uterus  goes,  this  condition 
is  somewhat  more  common  than  is  generally 
realized:  it  may  be  encountered  in  uteri 
which  have  been  irradiated  for  carcinoma 
with  subsequent  obstruction  of  the  cervix ; 
it  may  occur  spontaneously  in  senile  patients 
where  the  cervix  becomes  scarred  and  con- 
tracted ; or  it  may  be  associated  with  a 
surgical  procedure  which  obstructs  the  uter- 
ine outlet.  Pyometra  in  senile  women  is  not 
too  uncommon  and  sometimes  may  be  the 
focus  for  generalized  septic  conditions. 

The  production  of  rupture  on  the  other 
hand  is  very  rare  and  this  is  the  second  case 
in  my  experience.  The  first  case  was  very 
similar  to  this  one.1  The  woman  had  an  acute 
peritonitis ; the  abdomen  was  opened,  but  the 
source  of  the  peritonitis  was  not  apparent. 
The  location  of  the  perforation  was  exactly 
at  the  same  spot  as  in  this  case.  In  both 
cases  we  have  exactly  the  same  type  of  condi- 
tion : obstruction  of  the  uterine  lumen,  secre- 
tion, infection,  and  perforation. 


1.  Bornstein,  F.  P.  ; SPONTANEOUS  RUPTURE  OF  THE  NON- 
PREGNANT UTERUS,  Postgraduate  Medicine,  Vol.  12,  No. 
6,  Dec.  1952,  pp.  534*  - 536. 
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PROCEEDINGS  OF  THE  NEW  ENGLAND  CARDIOVASCULAR  SOCIETY* 
Metabolic  Adjustments  to  Normal  and  Disturbed  Circulation  in  Man 

By  Elliot  V.  Newman,  M.  D.,  Professor  Of  Experimental  Medicine  and 
Chief  Of  Laboratories  Of  Clinical  Physiology,  Vanderbilt  University 


There  are  metabolic  adjustments  made  in 
response  to  physical  activity  which  are  part 
of  the  functional  equipment  of  normal  peo- 
ple. Thus  exercise  leads  to  oxygen  debts, 
accumulation  of  lactic  acid,  with  redistribu- 
tion of  blood  to  working  organs.  These  ad- 
justments are  mechanisms  of  compensating 
for  failure  of  adequate  circulation  at  the 
beginning  of  exercise.  The  person  with  car- 
diac failure  also  manifests  these  adjust- 
ments. The  difference  between  normal  and 
abnormal  is  a matter  of  degree;  the  patient 
with  heart  disease  makes  relatively  large 
adjustments  for  smaller  demands. 

The  similarity  of  the  adjustments  in  the 
normal  and  diseased  subject  in  these  re- 
spects, encouraged  us  to  look  for  a mechan- 
ism of  sodium  chloride  retention  in  the 
normal  person  which  might  be  the  basis  for 
the  accentuated  retention  in  cardiac  disease. 

The  kidney  avidly  retains  sodium  chloride 
in  a patient  with  cardiac  incompetency  in 
response  to  the  stimulus  of  slight  physical 
activity  such  as  standing  or  walking.  Ac- 
cordingly in  a series  of  normal  subjects  the 
behavior  of  excretion  of  electrolytes  was 
studied  using  the  commonest  stress  in  our 
lives,  namely  standing  or  walking.  These 
studies  showed  a pattern  of  specific  sodium 
chloride  retention  by  the  kidney  with  mild 
exercise,  similar  in  all  respects  qualitatively 
to  that  of  the  patients  with  cardiac  failure. 

In  addition  to  sodium  chloride  retention 
there  is  an  antidiuresis  with  exercise.  In 
order  to  demonstrate  that  the  retention  of 
sodium  chloride  was  specific  and  separate 
from  the  mechanism  of  water  retention,  the 
effect  of  pitressin  and  nicotine  were  studied. 
Injections  of  pitressin  and  nicotine  produced 
water  retention  comparable  to  that  from 
exercise,  but  without  any  retention  of  sodium 
chloride. 

Another  method  of  separating  the  mech- 
anisms of  sodium  chloride  and  water  reten- 
tion was  by  observing  the  effect  of  exercise 
after  alcohol  administration.  Alcohol  nearly 
abolished  the  antidiuresis,  presumably  by 
inhibiting  the  secretion  of  antidiuretic  hor- 
mone, but  the  retention  of  sodium  chloride 
was  unchanged  and  as  marked. 

Thus  it  seems  there  is  a mechanism  which 
causes  specific  retention  of  sodium  chloride 

* This  condensed  report  printed  by  permission  of  the  New  En- 
gland Cardiovascular  Society. 


in  normal  people  in  response  to  exercise  such 
as  standing  or  walking. 

There  is  one  hemodynamic  consequence  of 
a failing  heart  which  is  strikingly  different 
from  the  normal,  that  is,  the  elevated  venous 
pressure  which  is  a reflection  of  the  elevated 
diastolic  filling  pressure  of  the  right  ven- 
tricle. 

We  have  wondered  whether  the  stimulus 
to  sodium  chloride  retention  might  not  be 
related  to  venous  pressure,  particularly  in 
the  legs  during  standing  and  walking. 

Accordingly  we  modified  the  sodium 
chloride  retention  of  exercise  by  wrapping 
the  legs  of  normal  subjects  with  elastic  band- 
ages. This  procedure  abolishes  most  of  the 
sodium  chloride  retention  by  the  kidney,  but 
does  not  prevent  the  antidiuresis.  It  seems 
possible  that  the  altered  venous  hemodyna- 
mics in  the  legs  in  cardiac  subjects  causes 
the  retention  in  exercise  to  be  accentuated 
to  the  point  of  gross  accumulation  of  edema. 

The  poor  correlation  frequently  noted  be- 
tween the  level  of  resting  venous  pressure 
and  the  amount  of  edema  in  patients  with 
heart  disease  is  not  readily  explained.  There 
are  many  other  factors  controlling  the 
quantity  of  edema,  such  as  the  amount  of 
sodium  chloride  in  the  diet,  the  elasticity  of 
tissues,  and  the  level  of  serum  proteins. 

It  is  sufficient  for  our  present  thesis,  that 
a mechanical  alteration  of  the  pressure  re- 
lationships in  the  legs  may  have  a marked 
modifying  effect  upon  specific  sodium  chlo- 
ride retention  by  the  kidney. 

In  summary,  we  can  say  that  the  normal 
person  and  the  patient  with  cardiac  failure 
have  qualitatively  the  same  mechanisms  of 
adjustment  to  the  circulation;  that  the  pa- 
tient with  cardiac  insufficiency  differs  only 
in  duration  and  severity  of  the  metabolic 
adjustments.  The  kidney  is  ultimately  res- 
ponsible for  a specific  retention  of  sodium 
and  chloride.  Specificity  of  retention  is  dem- 
onstrated by  the  separation  of  the  retention 
of  water  from  that  of  NaCl  by  the  use  of 
pitressin,  alcohol  and  bandages  on  the  legs. 
The  hemodynamic  event  which  is  strikingly 
different  in  cardiac  failure  is  the  rise  in 
venous  pressure  with  exercise.  Some  of  the 
stimulus  which  ultimately  reaches  the  kidney 
may  arise  in  the  veins,  perhaps  in  the  veins 
of  the  legs. 
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Apparent  Value  of  Vitamin  B12 
In  Treatment  of  Cerebral  Vascular  Spasm 

(with  report  of  a case) 

By  Bucky  Lee  Burditt,  M.  D.,  Del  Rio,  Texas 


Vitamin  B12  in  1,000  microgram  dosage 
has  been  used  in  a series  of  different  types 
of  disease  during  recent  months,  including 
tic-doloreaux,  diabetic  and  alcoholic  neuritis, 
other  neuritidies  where  pain  is  a component, 
and  in  the  neurologic  manifestations  of  per- 
nicious anemia.  I have  seen  nothing  reported 
on  its  use  in  cerebral  vascular  spasm,  so  the 
following  case  history  is  being  submitted, 
because  of  its  dramatic  response  to  a single 
dose  of  this  apparently  wonderful  new  drug. 

Past  History 

The  patient  was  a 62  year  old  Anglo- 
American  male  whom  I had  seen  on  several 
previous  occasions,  first  three  years  ago  with 
coronary  thrombosis  from  which  he  com- 
pletely recovered,  and  again  six  months  ago 
with  cerebral  thrombosis  involving  the 
speech  center,  from  which  he  has  almost 
recovered,  (still  has  a little  difficulty  in 
formulating  his  words  in  talking) . There 
had  been  no  previous  illnesses  other  than 
childhood  diseases,  and  no  history  of  anemia 
of  any  kind. 

Dramatic  Response 

He  was  seen  with  a complaint  of  a sud- 
den feeling  of  dizziness  (couldn’t  describe  it 
well)  which  came  on  as  he  was  stooping 
down  picking  up  pecans.  This  was  shortly 
followed  in  succession  by  vomiting  of  in- 
tense degree  with  intense  straining  (“dry 
heaves”),  marked  paleness,  cold  clammy 
perspiration,  severe  weakness,  and  he  said 
that  everything  he  looked  at  had  a checker- 
board appearance.  Physically  he  had  the  ap- 
pearance of  a coronary  occlusion  with  the 
typical  paleness,  cold  clammy  perspiration, 
thready  pulse,  and  vomiting  and  retching 
(but  associated  with  no  precordial  pain  or 
distress) . 

Bloodpressure  was  120/80,  pulse  100,  of 
poor  volume,  heart  and  lungs  were  normal, 
abdomen  negative,  pupils  normal  to  light 
and  accommodation,  muscular  power  weak  all 
over  the  body,  reflexes  all  normal.  His  legs 
felt  very  heavy  and  useless.  During  the  pre- 
vious episode  of  cerebral  thrombosis  I re- 
membered he  appeared  the  same  way,  but 
was  unable  to  speak  with  the  first  attack. 
As  there  was  no  paralysis  in  the  present 
instance,  I felt  that  it  must  be  a cerebral 


vascular  spasm.  Why  I gave  him  Vitamin 
Bi 2 I don’t  know,  but  I gave  him  1,000  micro- 
grams of  Squibb’s  Rubramin  intra-muscular- 
ly.  In  15  minutes  he  voluntarily  stated  that 
he  felt  so  much  better  that  he  wanted  to  get 
up  and  go  to  the  drive-in  theater.  At  this 
time  color  was  better,  pulse  was  of  good 
volume,  80  per  minute,  bloodpressure 
130/80;  clinically  he  was  much  improved. 
There  was  no  more  vomiting,  and  he  got 
better  and  better  until  two  hours  after  the 
injection  he  no  longer  had  the  weakness  at 
all  and  felt  as  well  as  previously.  He  went 
to  work  the  next  morning  feeling  fine  and 
has  been  well  for  one  month  at  this  writing. 

Conclusion 

A case  of  cerebral  vascular  spasm  is  pre- 
sented, which  responded  dramatically  to  a 
single  1,000  microgram  dose  of  Vitamin  B12 
( Rubramin) . 


SOUTHWEST 
BLOOD  BANKS 

Federally  licensed  and  supervised  by  physicians  jrom  the 
Southwest  to  provide  Blood  and  Plasma  of 
highest  quality  on  a 2^-Hour  basis. 

SOUTHWEST  BLOOD  BANK  OF  ALBUQUERQUE 

1321  East  Central  • — • Telephone  3-2427 

William  Hentel,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  EL  PASO 

714  East  Yandell  Blvd.  — Telephone  3-4847 
L.  O.  Dutton,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  HOUSTON 

1112  Holman  St.  — Telephone  - Jackson  2063 
C.  C.  Shullenberger,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  LUBBOCK 

2318  19th  St.  Telephone  3-9662 

Marie  L.  Shaw,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  PHOENIX 

4 South  Twelfth  Avenue  — Telephone  - ALpine  4-7264 
James  D.  Barger,  M.  D.,  Medical  Director 

SOUTHWEST  BLOOD  BANK  OF  SAN  ANTONIO 

1 12  Auditorium  Circle  — Telephone  - BLackstone  5-2115 
Louis  J.  Manhoff,  Jr.,  M.  D.,  Medical  Director 


Give  Us  A Trial  On  Your 


We  Carry  A Complete  Line  of 

DIABETIC  FOODS  AND  SUPPLIES 


TAYLOR  BACK  BRACE  McKEE’s  prescription  pharmacy 


Orders 

• Send  the  following  measurements:  from 
level  of  shoulders  to  tip  of  sacrum;  circum- 
ference of  pelvis  above  trochanters;  circum- 
ference of  waist;  height  and  weight. 

CkriMcpherA 

Stace  and  iimb  Cc. 

815  N.  Cedar  at  Five  Points 


5-3841 


EL  PASO,  TEXAS 


The  McMath 
Co.,  Inc. 

Printing  Seek  Binding 

m 


Let  Us  Bind  Your  1953  Copies  Of 

Southwestern  Medicine 

0 


DIAL  3-S681 


Wyoming  at  Cotton 


El  Paso,  Texas 


105-A  East  San  Antonio  St.,  El  Paso 
Dial  2-2693 


C.  G.  McDow  and  Son,  Props. 


419-421  South  Stanton  St.  2-4473  El  Paso,  Texas 


EXTER-TONELLA  MORTUARY,  INC. 

STRICTLY  ETHICAL 


108  Yale  Blvd.,  S.  E.  3-4571  Albuquerque,  N.  M. 

For  Your  Convenience 
Use  Our  Handy  Charge-A- Plate  Service! 


Ihe  while  house 


El  Paso,  Texas 


Richard  E.  Martin 


710  N.  Stanton  St.  2-3691  El  Paso,  Texas 

Jtolielfatrer  -^Miller 

AMBULANCE  SERVICE 

Phone  5-2748 

2600  East  Yandell  Blvd.  El  Paso,  Texas 

It's 

Sweeneys 


FOR  PRESCRIPTIONS 

MILLS  BLDG.  — PHONE  3-4445  — EL  PASO,  TEXAS 

CITYWIDE  DELIVERY  SERVICE 


DECEMBER,  1954 


SOUTHWESTERN  MEDICINE 


Page  543 


APHORISMS  and  MEMORABILIA 


Miscellaneous  Medical  Truths  and  Concepts  — (Part  Two) 

By  Andrew  M.  Babey,  M.D.,  Las  Cruces 


44.  “It  is  common  for  latent  lymphatic 
leukemia  to  have  no  palpable  nodes.”  C. 
Keefer,  Rounds. 

45.  “People  who  give  their  various  com- 
plaints with  eyes  closed  or  blinking  are 
usually  suffering  from  a functional  disor- 
der.” C.  Keefer,  loc.  cit. 

46.  “The  wrist  joint  is  a bad  place  to  get 
septic  arthritis.  Per- 
manent damage  with 
limited  motion  is  com- 
mon because  the  joint 
space  is  so  narrow.”  C. 

Keefer,  loc  cit. 

47.  “80  percent  of 
cases  with  left  lower  lobe 
bronchiectasis  have  in- 
volvement of  the  lingu- 
la.” C.  Keefer,  loc.  cit. 

48.  “The  first  casual- 
ty in  any  war  is  truth.” 

Source  unknown. 

49.  “When  throm- 
bophlebitis mi  grans  is 
not  adequately  controlled 
by  anticoagulant  therapy 
the  possibility  of  an  un- 
derlying carcinoma  must 
be  considered.”  A.  A. 

Williams;  Rrittish  Med- 
ical Journal;  July  10, 

1954;  p.  84. 

50.  “In  the  average 
adult  as  much  as  300  cc 
of  fluid  may  be  present 
in  the  pleural  cavity 
without  giving  obvious  evidence  in  the  usual 
upright  posteroanterior  roentgenogram  ; even 
in  the  lateral  view  this  much  fluid  may  not 
be  clearly  visible.”  Leo.  G.  Rigler;  J.  A.  M. 
A.;  March  18,  1950;  p.  774. 

51.  “We  have  repeatedly  demonstrated,  in 
persons  with  an  acute  attack  of  pain  and 
fever,  small  amounts  of  fluid  in  the  inferior 
costal  gutter  by  making  a posteroanterior 
roentgenogram  with  the  patient  lying  on  the 
side  of  the  lesion,  although  in  the  usual  up- 
right position  no  evidence  whatever  of  the 
fluid  could  be  discovered.  Physical  examina- 
tion and  fluoroscopic  study  commonly  show 


some  diminution  in  the  motion  of  the  dia- 
phragm.” Rigler;  loc.  cit.,  p.  774. 

52.  “We  have  observed  patients  who  had 
characteristic  symptoms,  which  were  proved 
by  the  eventual  results  to  be  due  to  acute 
miliary  tuberculosis,  for  as  long  as  seven 
weeks  without  the  roentgenographic  observa- 
tion .of  any  abnormality  in  the  lungs  what- 
ever, although  the  patient  died  of  the  disease 
eventually.  In  these  ins- 
tances the  tubercles  are 
usualy  small,  less  than 
1 mm.  in  diameter,  and 
not  sufficiently  numer- 
ous so  that  the  accidental 
super  imposition  of  a 
number  of  these  lesions 
would  produce  roentge- 
nographic changes.”  Rig- 
ler; loc.  cit.,  p.  775. 

53.  “It  is  in  the  de- 
monstration of  nodular 
lesions,  such  as  metas- 
tases,  that  the  roentgen 
examination  exhibits  its 
most  startling  accuracy, 
for  here  the  lesions  are 
invariably  obvious  in  the 
roentgenogram  long  be- 
fore the  onset  of  symp- 
toms and  long  before  the 
appearance  of  physical 
signs.  Despite  this,  le- 
sions smaller  than  3 mm. 
are  usually  not  distin- 
guishable. Furthermore, 
larger  lesions,  up  to  8 
mm.  in  diameter,  may 
well  be  present  without 
being  obvious  in  the 
roentgenogram  unless  oblique  or  lateral 
views  are  made  in  addition  to  the  usual 
posteroanterior  views.”  Rigler ; loc.  cit.,  p.  775. 

54.  “ . . .some  lesions  as  large  as  8 mm. 
in  diameter  were  completely  overlooked  in 
the  ordinary  posteroanterior  roentgenogram 
because  of  superimposition  on  structures 
well  out  in  the  axilla,  behind  the  heart  and 
over  the  diaphragm,  although  they  became 
perfectly  visible  as  scon  as  repeated  exami- 
nation was  made  in  a variety  of  positions.” 
Rigler,  loc  cit.  p.  775. 

55.  “Metastases  of  the  miliary  type  may 
also  be  completely  invisible  in  the  roent- 


DR.  BABEY’S  APHORISMS  MAY  BE 
COLLECTED  IN  BOOK  FORM 

Repealed  suggestions  from  the 
many  regular  readers  of  Dr.  Babey's 
monthly  eolleetions  of  aphorisms  and 
memorabilia  on  medical  subjects  has 
led  the  publishers  of  SOUTHWEST- 
ERN MEDICINE  seriously  to  consider 
reprinting  the  entire  series  in  per- 
manent book  form  to  be  sold  for  not 
more  than  $3  per  copy. 

If  this  idea  bolds  sufficient  appeal 
to  our  readers  such  publication  will 
be  undertaken.  We  will  appreciate  let- 
ters from  any  readers  who  woidd  like 
to  purchase  a volume  of  Dr.  Babey’s 
collected  aphorisms  set  up  in  sections 
devoted  to  the  different  specialties  of 
medical  practice. 

Such  a book  should  prove  of  value 
as  a quick  practical  review  for  the 
busy  practitioner  and  as  a guide  in 
directing  him  in  post-graduate  studies. 

If  you  woidd  be  interested  in  the 
publication  of  such  a volume  please 
drop  a line  to  that  effect  to: 

SOUTHWESTERN  MEDICINE 
310  North  Stanton  Street 
El  Paso,  Texas 
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genogram  when  they  are  present  in  insuf- 
ficient number  or  are  of  small  size.  We  have 
been  able  to  demonstrate  this  on  a number 
of  occasions  when  normal  roentgenograms 
have  been  made  just  prior  to  surgical  ex- 
ploration or  autopsy.  In  these  cases  miliary 
metastases  were  observed  by  the  surgeon  or 
pathologist  and  confirmed  microscopically. 
Therefore,  a normal  roentgenogram  in  these 
instances  is  not  conclusive  evidence  of  the 
absence  of  metastases,  since,  if  less  than  2 
mm.  in  diameter  or  if  miliary  in  size 
and  not  numerous,  they  may  not  be  visible.” 
Rigler ; loc.  cit.  p.  775. 

56.  “Bacterial  pneumonias  give  (X  Ray) 
evidences  in  as  short  a time  as  two  hours, 
most  frequently  within  six  hours  and  almost 
invariably  within  twelve  hours  of  the  onset 
of  definite  symptoms.”  Rigler;  loc.  cit.;  p. 
777. 

57.  “Atypical  or  virus  pneumonias  may 
give  no  distinctive  roentgen  findings  for 
twenty-four  to  forty-eight  hours  after  the 
onset  of  symptoms.”  Rigler,  loc  cit.;  p.  777. 

58.  “Acute  miliary  tuberculosis  invariab- 
ly produces  symptoms  before  the  develop- 
ment of  roentgen  signs.  The  latter  may  not 
be  present  for  as  long  as  seven  weeks  after 
the  onset  of  symptoms.”  Rigler;  loc.  cit.; 
p.  777. 

59.  “From  a roentgenograph ic  standpoint, 
pulmonary  infarction  may  mimic  almost  any 
other  lung  disease ; there  is  no  characteristic 
site,  size,  or  shape  of  an  infarct  although  it 
does  have  a predilection  for  the  lower  lobes, 
especially  the  right;  the  early  idea  that  all 
infarcts  were  triangular  with  the  base  lateral 
has  been  disproved.”  Radiologic  Maxims ; 
Miss.  Valley  Med.  J .;  Sept.  1953;  p.  154. 

60.  “Lymphatic  carcinomatosis  of  the  lung 
may  simulate  a diffuse  pulmonary  fibrosis 
on  the  roentgenogram.”  Radiologic  Maxims ; 
loc.  cit.;  p.  154. 

61.  “Whenever  a hemolytic  transfusion 
reaction  is  suspected  a 10  ml.  sample  of  blood 
should  be  drawn  from  the  patient  as  soon  as 
possible.  Several  ml.  can  then  be  placed  in 
an  oxalate  bottle  and  the  remainder  allowed 
to  clot  in  a test  tube.  The  oxalated  sample 
is  inspected  grossly  for  hemolysis  and  for 
the  presence  of  agglutinated  red  cells.  A few 
drops  of  oxalated  blood  are  then  transferred 
to  a tube  of  saline  solution  in  order  to  de- 
termine whether  or  not  small  clumps  of  red 
cells  are  present.  Still  more  important,  as  a 
rule,  is  examination  of  serum  from  the  tube 
of  clotted  blood  and  comparison  of  that  se- 
rum with  serum  in  a similar  tube  of  clotted 
blood  taken  at  the  start  of  the  transfusion.” 


L.  Young;  Blood  Groups  and  Transfusion 
Reactions  ;The  American  Journal  of  Medi- 
cine; June,  1954;  p.  890. 

62.  “If  hemoglobinemia  has  developed  as 
a result  of  transfusion  of  incompatible  blood 
it  will  usually  be  detected  in  the  first  sample 
drawn.  Bilirubin,  on  the  other  hand,  is 
usually  maximal  after  three  to  six  hours.” 
L.  Young;  loc.  cit.;  p.  890. 

63.  “Group  0 women  may  also  be  im- 
munized during  pregnancy.  The  A and  B 
antigen  inherited  by  the  fetus  from  the  fa- 
ther presumably  enters  the  maternal  circula- 
tion from  the  fetal  circulation.”  L.  Young; 
loc.  cit.,  p.  892. 

64.  “Among  the  small  group  of  dangerous 
universal  donors  whom  we  have  encountered, 
we  have  attributed  the  high  titer  of  immune 
anti- A to  previous  injections  of  typhoid-para- 
typhoid vaccine,  diphtheria-tetanus  toxoid  or 
to  unknown  stimuli.  In  none  of  these  in- 
stances has  there  been  any  previous  trans- 
fusion therapy  or  isoimmunization  by  preg- 
nancy.” L.  Young;  loc.  cit.  p.  892. 

65.  “Liver  damage  will  retard  the  de- 
toxification of  the  short-acting  barbiturates, 
resulting  in  recirculation  of  these  products 
which  can  narcotize  the  patient  for  longer 
periods  than  the  physician  anticipated.”  S. 
Cohen;  The  American  Journal  of  Medicine; 
December,  1953 ; p.  814. 

66.  “The  factor  of  abrupt  drug  with- 
drawal may  also  play  a part  in  the  onset  of 
a delirium  following  hospitalization.  Deli- 
rium tremens,  for  example,  typically  occurs 
during  the  sobering  up  stage.  It  can  become 
manifest  weeks,  even  months,  after  alcoholic 
intake  has  ceased.  Usually  it  is  unleashed 
by  the  stress  of  an  infection,  operation  or 
trauma.”  S.  Cohen;  loc.  cit.;  p.  822. 

67.  “It  is  a common  experience  that  the 
alcoholic  who  suffers  a serious  head  injury 
loses  his  capacity  for  drink.  One  drink  might 
result  in  the  same  degree  of  befuddlement 
that  a bottle  of  whiskey  had  previously  gen- 
erated.” S.  Cohen;  loc.  cit.;  p.  823. 

68.  “Gastric  tube  feeding  is  an  undesir- 
able and  sometimes  dangerous  procedure  in 
the  non-cooperative  patient.  Vomiting  and 
aspiration  of  the  instilled  contents  may  oc- 
cur. What  the  forceful  introduction  of  a 
gastric  tube  represents  to  a psychotic  person 
is  worthy  of  some  reflection.”  S.  Cohen ; loc. 
cit.;  p.  824. 

69.  “Restraints  are  unhappy  expedients 
to  consider  for  use  in  an  already  fearful,  ap- 
prehensive individual.  Every  improvisation 
should  be  tried  to  avoid  their  use.  They  are 
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never  necessary  when  good  attendants  are 
available  to  watch  the  patient.”  S.  Cohen ; 
loc.  cit.;  p.  826. 

70.  “The  side  rail  is  a device  which  should 
be  used  to  prevent  a patient  from  rolling 
out  of  bed.  If  he  is  strong  enough  to  climb, 
side  rails  will  simply  increase  the  height  of 
his  fall.”  S.  Cohen;  loc.  cit.;  p.  826. 

71.  “An  ordinary  diet  supplies  2-5  g.  of 
potassium  daily,  and  this  gives  some  guide 
to  what  must  be  supplied  in  treatment.  A 
pint  (570  ml.)  of  milk  supplies  about  a 
gramme  of  potassium,  and  undiluted  fruit 
juices  supply  a similar  amount.  Strong  cof- 
fee has  about  half  this  potassium  content, 
and  drinks  made  from  meat  extracts  rather 
less  than  coffee.”  D.  A.  K.  Black  ^British 
Medical  Journal;  Nov.  17,  1951;  p.  1210. 

72.  “It  is  easy  for  a popular  doctor  to  be 
swallowed  by  his  practice,  unless  it  is  made 
equally  easy  for  him  to  find  refuge  from 
it  in  his  home;  and  the  tragedy  of  success 
in  medicine  is  that  it  is  almost  incompatible 
with  success  in  the  personal  life.  As  the  link 
between  the  doctor  and  the  man,  his  wife 
must  know  when  he  should  be  free  to  belong 
to  his  patients  unreservedly,  and  when  it  is 
time  to  draw  back  into  the  household  so  that 
he  may  remain  an  integral  part  of  it.”  The 
Lancet;  March  27,  1948;  p.  488. 

73.  “.  . . . an  early  clinician,  who  describes 
a man  suffering  from  belladonna  poisoning 
as  being  hot  as  a hare,  blind  as  a bat,  dry 
as  a bone,  red  as  a beet,  and  mad  as  a hen, 
This  seems  to  put  the  matter  in  a nutshell !” 
The  Lancet;  April  24,  1948;  p.  650. 

74.  “There  are  so  many  peculiar  features 
in  myasthenia  gravis,  and  the  disease  is  so 
variable,  that  too  many  second  thoughts  can 
lead  to  endless  speculations,  so  that  the  mind 
becomes  bemused  with  theory  at  the  expense 
of  facts.  Let  us,  therefore,  keep  our  gaze 
firmly  fixed  on  what  is  definite  — the  fact 
that  epithelial  tumors  of  the  thymus  are 
usually  associated  with  a specially  virulent 
form  of  neuromuscular  failure;  that  a large 
proportion  of  myasthenic  patients  are  per- 
manently and  often  completely  relieved  of 
their  symptoms  following  thymectomy;  and 
that  these  thymus  glands  can  be  made  to 
yield  a potent  extract  which  repeats  on  the 
laboratory  bench  the  nerve-blocking  effect 
ordinarily  obtained  with  tubocurarine.  Sec- 
ond thoughts,  with  these  facts  kept  in  view, 
have  not  persuaded  me  to  doubt  that  the 
operation  of  thymectomy  is  indeed  the  best 
hope  for  the  sufferers  from  one  of  the  most 
distressing  and  humiliating  diseases  to  which 
human  flesh  is  heir.”  G.  Keynes,  The  Lan- 
cet, June  12,  1554. 


75.  “In  the  treatment  of  neuroses  a stand- 
ard leucotomy  is  now  seldom  if  ever  used. 
Other  and  more  limited  procedures  have 
been  specifically  devised  for  the  purpose, 
and  a measure  of  success  has  been  reported 
with  partial  leucotomies,  orbital  undercut- 
ting, excision  of  parts  of  the  frontal  cortex 
(including  cingulectomy) , and  even  direct 
coagulation  of  parts  of  the  anterior  thalamic 
nuclei.  With  all  these  operations  the  per- 
sonality changes  are  less  but  there  are  al- 
ways changes.  It  is  the  doctor’s  clear  duty 
to  ensure  that  all  the  consequences  of  the 
treatment  are  appreciated  as  fully  as  pos- 
sible, so  that  neither  relatives  nor  patients 
can  afterwards  feel  that  the  decision  would 
have  been  different  if  they  had  been  more 
fully  informed.  This  will  at  times  require 
discussion  of  ethical,  religious,  or  even  aes- 
thetic problems : but  if  the  doctor  presumes 
to  advise  on  matters  of  such  ultimate  im- 
portance he  should  be  prepared  to  fit  himself 
for  the  responsibility.”  The  Lancet,  June  42, 
1954. 

76.  “Tuberculosis  of  bone  and  joint  is  a 
metastatic  manifestation  of  a general  dis- 
ease, with  foci  of  infection  in  the  lymph- 
glands  and  elsewhere  deep  in  the  body.  We 
can  now  make  the  patient’s  fight  much  easier 
in  the  local  skirmishes,  but  final  control  of 
the  disease  still  depends  on  his  own  resist- 
ance : first-class  general  conservative  treat- 
ment remains  essential ; and  if  the  period  of 
this  is  greatly  reduced  recurrence  is  liable 
to  ensue.”  The  Lancet,  June  12,  1954. 

77.  “Every  man  who  has  really  sincere 
desire  for  any  great  amelioration  in  the 
conditions  of  life  has  first  to  face  ridicule, 
then  persecution,  then  cajolery  and  attempts 
at  subtle  corruption.  We  know  from  painful 
experience  how  few  pass  unscathed  through 
these  three  ordeals.”  Bertrand  Russell ; “Po- 
litical I deeds” ; p.  67. 

78.  “Few  men  can  succeed  in  being 
creative  rather  than  possessive  in  a world 
which  is  wholly  built  on  competition,  where 
the  great  majority  would  fall  into  utter  des- 
titution if  they  became  careless  as  to  the 
acquisition  of  material  goods,  where  honor 
and  power  and  respect  are  given  to  wealth 
rather  than  to  wisdom,  where  the  law  em- 
bodies and  consecrates  the  injustice  of  those 
who  have  toward  those  who  have  not.”  B. 
Russell;  loc.  cit.,  p.  17. 

79.  “Fatigue  produces  the  illusion  that 
only  rest  is  needed  for  happiness:  but  when 
men  have  rested  for  a time,  boredom  drives 
them  to  renewed  activity.  For  this  reason, 
a happy  life  must  be  one  in  which  there  is 
activity.”  B.  Russell;  loc.  cit.,  p.  23. 
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Broad  Spectrum  Antibiotics 

By  Jack  A.  Bernard,  M.  D.,  El  Paso 


With  the  discovery  of  the  broad  spectrum 
antibiotics,  the  busy  physician  is  confronted 
with  not  only  the  problems  of  drug  sensitivi- 
ty and  the  development  of  strain  resistant 
organisms,  but  also  with  the  more  expedient 
problems  of  the  choice  of  one  of  these  anti- 
biotics for  the  problem  with  which  he  is  con- 
fronted. At  this  writing,  there  are  at  least 
six  broad  spectrum  antibiotics  generally 
availably  and  one  of  these  is  marketed  under 
five  different  trade  names,  which  only  serves 
to  increase  the  problem. 

It  would  seem  elementary  to  list  these 
antibiotics,  yet  unless  one  acquaints  himself 
with  the  various  trade  names,  there  exists 
the  possibility  that  one  might  merely  change 
brands  and  not  the  antibiotic.  The  antibiotics 
generally  available  at  this  writing  and  their 
trade  names  are  as  follows: 

Antibiotics  Listed 

Tetracycline,  marketed  as: 

1.  Achromycin  — Lederle  Laboratories 
Division,  American  Cyanamid  Company. 

2.  Tetracyn  — J.  B.  Roerig  & Company. 

3.  Steclin  — E.  R.  Squibb  & Sons. 

4.  Panmycin  — The  Upjohn  Company. 

5.  Polycycline  — Bristol  Laboratories  In- 
corporated. 

Chlortetracycline,  marketed  as: 

1.  Aureomycin  — Lederle  Laboratories 
Division,  American  Cyanamid  Company. 

Chloramphenicol,  marketed  as: 

1.  Chloromycetin  — Parke,  Davis  & Com- 
pany. 

Oxytetracycline,  marketed  as : 

1.  Terramycin  — Pfizer  Laboratories. 

Carbomycin,  marketed  as : 

1.  Magnamycin  — Pfizer  Laboratories. 

Erythromycin,  marketed  as : 

1.  Ilotycin  — Eli  Lilly  & Company. 

2.  Erythrocin  - — Abbott  Laboratories. 

3.  Erythromycin — The  Upjohn  Company. 

“Broad  Spectrum”  Defined 

What  is  a broad  spectrum  antibiotic?  A 
broad  spectrum  antibiotic  is  one  that  is 
active  in  low  concentration  against  a large 


number  of  microbial  organisms  belonging  in 
different  classes.  Chloromycetin  was  the 
first  one  to  be  discovered  in  1947.  It  was 
followed  by  Aureomycin  in  1948  and  Ter- 
ramycin in  1950.  Erythromycin  and  Carbo- 
mycin were  introduced  in  1952,  and  Tetra- 
cycline was  introduced  in  1953.  In  the  treat- 
ment of  many  infections,  any  one  of  these 
antibiotics  might  be  expected  to  be  effective. 
However,  in  review  of  the  available  data, 
certain  indications  seem  definite,  certain 
advantages  and  disadvantages  are  evident, 
and  further  evaluation,  contraindications, 
dangers  are  inevitable. 

The  tetracyclines  may  be  considered  to- 
gether because  their  actions  are  very  similar. 
There  seems  to  be  little  difference  between 
the  action  of  Aureomycin,  Terramycin,  and 
Tetracycline.  It  has  been  shown  that  Aureo- 
mycin is  often  much  more  efficient  in  the 
clinical  case  than  would  be  anticipated  in 
vitro  tests,  and  also  there  may  be  some  dif- 
ference in  these  drugs  in  the  individual  pa- 
tient and  in  occasional  infections.  This  means 
that  one  should  not  be  wholly  dependent  upon 
sensitivity  tests ; that  in  a patient  under 
adequate  treatment  who  is  not  responding, 
it  would  be  worth  while  to  try  one  of  the 
other  tetracyclines. 

It  is  difficult  to  determine  from  the  avail- 
able data  whether  Aureomycin  or  Terramy- 
cin has  the  greater  incidence  of  gastro-in- 
testinal  reactions.  The  reports  are  conflict- 
ing. Tetracycline  seems  to  have  a lower  in- 
cidence of  these  reactions. 

Urinary  Infections 

Intravenous  Aureomycin  is  reported  to  be 
most  effective  in  the  treatment  of  acute  dif- 
fuse peritonitis.  Terramycin  may  be  con- 
sidered the  most  generally  useful  broad 
spectrum  antibiotic  for  the  treatment  of 
urinary  infections,  as  it  reaches  a relatively 
high  concentration  in  the  urine. 

The  Tetracyclines  are  also  highly  effective 
against  the  Rickettsiae  and  against  psittaco- 
sis and  similar  organisms.  The  evidence  is 
lacking  as  to  their  effectiveness  in  virus  in- 
fections; and  particularly,  in  primary  atyp- 
ical pneumonia,  where  there  is  still  consider- 
able disagreement  as  to  their  value. 

Chloramphenicol  retains  its  position  in 
that  it  is  generally  considered  to  be  the  agent 
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of  choice  for  the  treatment  of  typhoid  fever 
and  it  has  shortened  the  illness  from  three 
to  four  weeks  to  a week  or  less.  Unfortunate- 
ly it  does  not  prevent  many  of  the  complica- 
tions of  this  disease.  It  is  also  effective 
against  the  gram  negative  bacillus  infections 
and  the  Rickettsiae. 

Low  Blood  Count 

The  numerous  reports  of  the  toxic  effects 
of  Chloramphenicol,  agranulocytosis  and 
aplastic  anemia,  should  not  deter  one  from 
using  this  drug  where  it  is  clearly  indicated. 
(Obviously,  one  should  not  use  it  haphazard- 
ly for  minor  illnesses.)  Initial  blood  studies 
and  periodic  blood  studies  should  be  done, 
but  even  a rapid  drop  in  the  blood  count  is 
not  always  an  indication  to  stop  the  drug  in 
a serious  infection,  as  a low  blood  count  is 
quite  often  encountered  in  such  illnesses  and 
further  careful  observation  may  be  neces- 
sary, rather  than  cessation  of  therapy. 

Erythromycin  and  Carbomycin  are  similar 
to  Aureomycin  and  Terramycin  and  are,  in 
addition,  active  against  cocci  that  are  resist- 
ant to  the  other  antibiotics.  The  major  use- 
fulness of  these  drugs,  particularly  Erythro- 
mycin, is  in  the  treatment  of  staphylococcal 
infections  that  are  resistant  to  penicillin  and 
the  Tetracyclines. 

Amebiasis 

Carbomycin  is  less  active  than  Erythro- 
mycin. Actually  it  has  been  reported  to  be 
contraindicated  in  pneumococcal  infections, 
because  in  the  treatment  of  such  patients 
with  the  drug,  complications,  including  bac- 
teremia and  meningitis  developed  while  the 
patients  were  under  treatment.  Its  chief 
value  may  he  in  its  use  when  other  anti- 
biotics have  failed.  It  is  reported  to  be  ef- 
fective in  the  treatment  of  amebiasis  and 
perhaps  will  prove  useful  in  trypanosomiasis 
and  leishmanisasis.  The  value  of  Carbomycin 
awaits  further  study  and  reports. 

A few  words  about  the  toxic  effects  of  the 
broad  spectrum  antibiotics.  So  far  no  sud- 
den or  immediate  deaths  have  been  reported. 
The  toxic  bone  marrow  effects  of  Chloromy- 
cetin have  been  noted.  The  gastro-intestinal 
reactions  of  the  drugs  are  well  known.  The 
development  of  resistant  organisms,  par- 
ticularly the  staphylococci  is  a real  and 
serious  problem,  and  indications  are  that  it 
will  become  more  serious.  The  late  develop- 
ment of  moniliasis,  with  fatalities  reported, 
is  also  a hazard. 

Summary 

In  summary:  1.  Aureomycin,  Terramycin 
and  Tetracycline  seem  to  be  similar  in  their 


action  and  toxicity,  with  Tetracyline  per- 
haps producing  less  gastro-intestinal  reac- 
tions. 

2.  Intravenous  Aureomycin  may  be  of 
more  value  in  the  treatment  of  acute  diffuse 
peritonitis,  whereas  Terramycin  may  be 
more  useful  in  the  treatment  of  urinary  tract 
infections. 

3.  Chloromycetin  is  the  drug  of  choice  for 
typhoid  fever  and  perhaps  for  other  serious 
infections  where  there  is  drug  resistance  to 
the  other  antibiotics.  Because  of  its  limited 
usage,  resistant  organisms  are  not  as  great 
a problem  as  with  the  other  broad  spectrum 
antibiotics. 

4.  Erythromycin  is  particularly  useful  in 
the  treatment  of  resistant  staphylococcal  in- 
fections. 

5.  Carbomycin,  for  the  present,  should  not 
be  used  in  the  treatment  of  pneumococcal 
pneumonia. 

6.  Finally,  it  is  reassuring  that  at  this 
writing,  there  are  no  reported  abrupt  or  sud- 
den deaths  from  the  broad  spectrum  anti- 
biotics. 


In  Viewing  fhe  VA  Medical  Program  . . . 


The  medical  profession  fully  endorses  and  supports 
the  medical  program  of  the  Veterans  Administration 
through  which  veterans  receive  medical  care  and 
hospitalization  without  cost  for  illnesses  or  injuries 
incurred  as  a result  of  military  service  (left).  It  is  felt, 
however,  that  the  federal  government  should  not 
assume  the  responsibility  for  the  medical  care  of 
veterans  whose  disabilities  are  incurred  in  civilian  life 
and  which  have  no  relationship  to  their  military 
service. 
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Cardiac  Tamponade:  Clinical  Experiences  and 
Relief  by  Pericardial  “Window” 

By  Conger  Williams,  M.  D.,  and  Lamar  Soutter,  M.  D., 
Massachusetts  General  Hospital,  Boston 


A series  of  sixteen  cases  of  cardiac  tam- 
ponade was  presented.  The  accompanying 
tables  shows  the  breakdown  of  the  cases  by 
etiologic  factors,  and  it  also  shows  the  thera- 
peutic measures  attempted.  A plea  was  made 
for  correct  diagnosis  in  this  syndrome,  since 
it  frequently  leads  to  death  if  untreated. 
Many  misconceptions  exist  about  the  diagno- 
sis in  pericardial  tamponade.  A list  of  these 
was  presented  as  taken  directly  from  hospital 
records. 

Newer  surgical  techniques,  including  peri- 
cardial “window”  and  biopsy  are  available 
for  treatment  in  selected  cases.  The  tech- 
nique of  pericardial  window  was  described 
briefly  by  Dr.  Soutter. 
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Borderline  Findings  in  Rheumatic  Fever  Subjects:  With  Special 
Reference  to  Sounds  and  Murmurs 

By  Allan  L.  Friedlich,  M.D.,  Massachusetts  General  Hospital,  Boston 


A group  of  investigators  at  the  Massachu- 
setts General  Hospital  has  been  involved  in 
a study  of  slight  rheumatic  heart  disease. 
This  is  a preliminary  report  of  the  phono- 
cardiographic  data  which  constitute  a por- 
tion of  a larger  study.  The  purpose  of  the 
study  as  a whole  is  to  determine  whether 
phonocardiography,  conventional  fluorosco- 
py and  films  of  the  heart,  and  turntable 
fluoroscopy  are  more  sensitive  than  careful 
physical  examination  in  detecting  minimal 
rheumatic  heart  disease.  To  this  end  these 
examinations  are  being  carried  out  in  four 
groups  of  patients: 

1.  Fifty  patients  with  slight  but  definite 
rheumatic  heart  disease  (RHD  group). 

2.  Fifty  patients  who  have  once  had  rheu- 
matic heart  disease,  but  in  whom  the  phys- 
ical findings  of  rheumatic  heart  disease  have 
subsequently  disappeared.  These  patients 
are  now  classified  as  potential  rheumatic 
heart  disease  (RHD  to  PRHD  group). 

3.  Fifty  patients  who  have  had  rheumatic 
fever  under  observation  but  have  never  had 
rheumatic  heart  disease  (PRHD  group). 

4.  Fifty  patients  with  no  history  of  rheu- 
matic fever  and  no  abnormal  cardiac  findings 
on  physical  re-examination  (control  group). 

Before  classification  into  one  of  these 
groups  each  patient  was  re-examined  in  a 

*These  condensed  reports  printed  by  permission  of  The  New 
England  Cardiovascular  Society. 


quiet  room.  This  proved  a valuable  precau- 
tion since,  of  the  patients  previously  re- 
garded as  having  normal  hearts,  eight  were 
found  to  have  a slight  mitral  diastolic  mur- 
mur and  three  to  have  a minimal  murmur 
of  aortic  regurgitation. 

Phonocardiograms  in  the  RHD  group  re- 
vealed the  following: 

4%  had  normal  phonocardiagrams.  Both 
patients  had  grade  3 apical  systolic  murmurs 
on  physical  examination,  but  the  sound 
tracing  showed  only  a slight  apical  systolic 
murmur. 

14%  had  borderline  phonocardiographic 
findings.  In  most  instances  the  patient  had 
a grade  3 apical  systolic  murmur  on  physical 
examination  while  the  phonocardiogram 
showed  an  apical  systolic  murmur  of  moder- 
ate intensity  which  was  arbitrarily  desig- 
nated a borderline  finding. 

68%  had  abnormal  phonocardiograms. 
The  abnormal  findings  usually  corresponded 
with  the  clinical  diagnosis  in  regard  to  the 
type  of  valvular  damage.  There  were,  how- 
ever, nine  patients  in  whom  the  tracing  sug- 
gested mitral  stenosis  which  was  undetected 
clinically.  There  was  one  patient  with  find- 
ings suggesting  aortic  regurgitation  which 
was  not  heard  on  physical  examination. 

4%  had  unreadable  phonocardiograms 
which  were  obscured  by  muscle  noise. 

In  the  RHD  group  there  were  28  patients 
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with  mitral  stenosis  on  physical  examination. 
In  all  but  one  of  these  the  characteristic  mur- 
mur was  present  on  the  phonocardiogram. 
However  there  were  six  patients  of  the  18 
with  aortic  regurgitation  in  whom  the  pho- 
nocardiogram  did  not  demonstrate  the  mur- 
mur. This  suggests  that  the  ear  is  superior 
to  the  machine  in  detecting  minimal  aortic 
regurgitation,  while  the  reverse  may  be  said 
in  the  case  of  mitral  stenosis. 

Results 

The  phonocardiographic  findings  in  the 
RHD  to  PRHD  and  the  PRHD  groups  were 
virtually  identical.  They  may  therefore  be 
summarized  together  as  one  group  of  94 
patients  with  potential  rheumatic  heart  dis- 
ease. The  results  are  as  follows: 

60%  had  normal  phonocardiograms. 

23%  had  borderline  phonocardiographic 
findings.  For  the  most  part,  these  consisted 
in  the  presence  of  a few  low  intensity  diasto- 
lic vibrations  around  the  third  heart  sound 
or  a few  presystolic  vibrations.  Systolic 
murmurs  of  moderate  intensity  constituted 
the  remainder  of  the  borderline  records. 

14%  of  the  potential  rheumatic  heart  dis- 
ease patients  had  abnormal  phonocardio- 
grams. All  of  them  were  suggestive  of  mitral 
stenosis  because  of  the  presence  of  low  in- 
tensity apical  mid-diastolic  or  presystolic 
murmurs,  or  both.  Many  of  these  records 
also  showed  accentuation  of  the  apical  first 
sound  and  of  the  pulmonary  second  sound. 
Only  one  of  the  records  revealed  an  opening 


snap.  In  contrast  to  this,  two-thirds  of  the 
patients  with  mitral  stenosis  in  the  RHD 
group  had  an  opening  snap  visible  in  the 
sound  tracing.  Of  the  thirteen  patients  with 
abnormal  phonocardiograms  due  to  the  pres- 
ence of  a slight  diastolic  murmur,  ten  had 
questionable  findings  on  physical  examina- 
tion consisting  of  an  accentuated  or  pro- 
longed third  heart  sound  or  a questionable 
diastolic  murmur.  However,  these  borderline 
physical  findings  were  occasionally  seen  in 
the  patients  who  had  normal  phonocardio- 
grams. Their  presence  therefore  is  not  a 
reliable  means  of  predicting  that  the  phono- 
cardiogram  will  prove  abnormal. 

Group  of  Patients 

In  a group  of  patients  with  slight  rheu- 
matic heart  disease  and  a group  with  poten- 
tial rheumatic  heart  disease,  the  phonocar- 
diogram did  not  often  reveal  unexpected 
findings.  It  was  less  sensitive  than  the  ear 
in  the  detection  of  slight  murmurs  of  aortic 
regurgitation.  The  phonocardiogram  occa- 
sionally demonstrated  slight  low  frequency 
diastolic  vibrations  or  murmurs  which  were 
inaudible.  However,  similar  diastolic  mur- 
murs have  been  seen  in  some  of  the  phono- 
cardiograms in  a group  of  apparently  normal 
control  subjects.  Further  studies  will  be 
necessary  in  order  to  determine  whether 
such  low  intensity  apical  diastolic  murmurs 
in  the  phonocardiogram  are  due  to  subclin- 
ical  mitral  stenosis  or  whether  they  repre- 
sent a normal  finding. 


Carbonic  Anhydrase  Inhibitor,  “Diamox,”  in  the  Treatment  of 

Congestive  Heart  Failure 

By  Alexander  Leaf,  M.D.,  Massachusetts  General  Hospital,  and 
William  B.  Schwartz,  M.D.,  New  England  Center  Hospital  and 
Arnold  S.  Relman,  M.D.,  Massachusetts  Memorial  Hospitals 


A new  potent  carbonic  anhydrase  inhib- 
itor, (“Diamox”,  2-acetylamino-l,3,4-thiadia- 
zole-5-sulfonamide)  was  tested,  both  for  its 
metabolic  effects  in  man  and  its  therapeutic 
usefulness  as  a diuretic  in  the  treatment  of 
patients  with  severe  congestive  heart  failure. 

The  metabolic  effects  were  inhibition  of 
urine  acidification  with  variable  increases 
in  sodium  and  potassium  excretion,  accom- 
panied by  development  of  a hyperchloremic 
acidosis.  The  early  development  of  hyper- 
chloremic acidosis  seemed  to  prevent  further 
diuretic  effect  from  continued  use  of  the 
drug  even  if  the  drug  dosage  were  markedly 
increased.  When  tested  in  31  courses  given 
to  29  subjects  suffering  from  congestive 


heart  failure  due  to  a variety  of  etiologies, 
minimal  or  no  diuretic  response  was  shown 
by  68%,  moderate  response  (4-6  lb.  weight 
loss)  in  29%,  and  8 lb.  loss  in  one  subject 
(3%).  The  effectiveness  of  Diamox  in  in- 
creasing responsiveness  to  a subsequent  in- 
jection of  mercurial  diuretic  was  also  tested. 
No  significant  potentiation  of  a mercurial 
diuretic  was  obtained.  The  drug  thus  ap- 
pears to  be  of  little  value  in  the  treatment 
of  the  usual  patient  with  severe  congestive 
heart  failure.  It  should  be  emphasized,  how- 
ever, that  this  study  does  not  include  experi- 
ments with  the  use  of  this  drug  in  the  less 
severely-ill,  ambulatory  cardiac  patient,  in 
which  group  it  is  possible  that  quite  dif- 
ferent results  from  these  might  be  obtained. 


Page  550 


SOUTHWESTERN  MEDICINE 


DECEMBER,  1954 


Clinical  Notes  From  Medical  Grand  Rounds,  Pratt  Diagnostic 
Clinic,  New  England  Center  Hospital,  Boston 


Chronic  alcoholism  may  be  associated  with 
“rum  fits”  which  are  grand  mal  type  of 
epileptiform  seizures  unrelated  to  epilepsy. 
These  and  marked  tremulousness  are  most 
apt  to  occur  on  the  first  day  of  abstinence 
from  alcohol  following  a drinking  spree, 
whereas  the  onset  of  delirium  tremens  is  un- 
likely before  the  third  day  of  abstinence. 

T 

The  vital  capacity  actually  may  be  increas- 
ed during  pregnancy  as  the  result  of  reduc- 
tion in  residual  air  from  elevation  of  the  dia- 
phragms. Exercise  tolerance  and  maximum 
breathing  capacity,  however,  are  reduced. 

r 

In  polyneuritis,  physical  therapy  should 
be  instituted  as  soon  as  the  diagnosis  is  made 
because  atrophic  changes  in  the  muscles  and 
joints  may  occur  within  a very  short  time 
of  the  onset. 

T 

Patients  with  bleeding  cancers  in  the  in- 
testinal tract  are  apt  to  prove  to  be  very 
poor  operative  risks  because  of  the  develop- 
ment of  “chronic  shock”  caused  by  excessive 
blood  loss  and  sodium  depletion.  Preopera- 
tive preparation  of  as  much  as  a week  may 
be  necessary  in  order  to  restore  blood  volume 
and  electrolytes  to  normal. 

v 

Hypercalcemia,  nephrocalcinosis  and  me- 
tastatic clarification  may  occur  in  sarcoid- 
osis ; calcium  absortion  apparently  is  in- 
creased and  calcium  excretion  reduced.  Since 
all  of  these  abnormalities  also  characterize 
vitamin  D poisoning,  it  has  been  postulated 
that  the  mechanisms  involved  in  the  two 
disorders  are  similar. 

T 

The  Fishman  test  is  a measure  of  that 
fraction  of  the  acid  phosphatase  that  comes 
from  the  prostate.  The  normal  values  lie 
between  0 to  0.5  units  as  compared  with 
normal  values  for  total  acid  phosphatase  in 
the  serum  up  to  4 units.  In  cancer  of  the 
prostate  the  prostatic  faction  is  increased. 
False  positives  may  be  encountered  when 
blood  is  taken  up  to  six  hours  following  vig- 
orous prostatic  massage. 


Meigs’  syndrome  is  characterized  by  pleu- 
ral effusion,  ascites  and  a benign  fibroma 
of  the  ovary.  Removal  of  the  ovarian  tumor 
results  in  a cure.  Since  many  of  these  women 
become  cachetic,  metastatic  cancer  may  be 
suspected.  Operation  for  identification  of 
an  ovarian  mass  should  always  be  done.  Even 
in  ovarian  carcinoma  with  metastases,  re- 
moval of  the  primary  growth  may  give  some 
palliation. 

r 

The  Sturge- Weber  syndrome  is  character- 
ized by  a cerebral  vascular  disturbance  or 
anomaly  associated  with  a vascular  nevus 
of  the  face,  usually  present  in  the  region  of 
the  first  division  of  the  trigeminal  nerve. 
Convulsions  are  a common  occurrence. 
X-rays  of  the  skull  may  show  calcification  in 
the  region  of  the  cerebral  vascular  anomaly. 

v 

Multiple  myeloma  is  a proliferative  disease 
and  might  be  classified  as  “aleukemic  plas- 
mocytic  leukemia.”  Characteristically  it  oc- 
curs in  patients  over  the  age  of  50,  chiefly 
males,  and  manifests  itself  by  anemia,  bone 
pain,  renal  abnormalities,  and  an  abnormal 
elevation  of  the  serum  globulins.  Serum 
calcium  may  be  elevated.  The  bone  marrow 
often  shows  a marked  increase  in  plasma 
cells  and  x-rays  of  bone  show  osteoporosis  or 
characteristic  “punched-out”  areas.  Abnor- 
mal bleeding  may  occur  because  of  platelet 
deficiency  and  other  disturbances  of  the 
clotting  mechanism  including  fibrinogen  de- 
ficiency and  vascular  abnormalities.  Neuro- 
logical symptoms  also  may  be  present  as  the 
result  of  pathological  fractures  of  vertebrae. 

r 

Familial  hemorrhagic  telangiectasia  may 
cause  an  intractable  anemia  because  of  chron- 
ic gastrointestinal  bleeding.  The  telangiec- 
tases that  are  diagnostic  of  this  disorder 
often  are  present  on  the  oral  mucous  mem- 
branes and  also  may  be  seen  on  the 
hands.  These  are  areas  where  spider  tel- 
angiectases caused  by  liver  disease  are  not 
apt  to  occur.  Treatment  of  this  condition  is 
often  unsatisfactory;  at  times,  however,  the 
administration  of  estrogens  will  afford  some 
relief. 


SPECIAL  PICTURE  REPORT 
1954  Annual  Convention 

Southwestern  Medical  Association 


Dr.  Joseph  Bank  of  Phoenix,  Arizona,  was  elected 
president  of  the  Southwestern  Medical  Association 
November  18  at  the  organization’s  annual  meeting  in 
El  Paso,  Texas,  November  17  to  19.  He  succeeds 
Dr.  Willard  W.  Schuessler  of  El  Paso  as  president. 

Other  officers  elected  at  the  meeting,  which  drew 
330  registrants  and  was  the  largest  in  the  Association’s 
history,  were  Dr.  John  H.  Dettweiler,  Albuquerque, 
New  Mexico,  president-elect;  Dr.  Earl  Malone,  Ros- 
well, N.  M.,  vice-president;  Dr.  Celso  Stapp,  El  Paso, 
secretary-treasurer;  and  Dr.  Maynard  Hart,  El  Paso, 
Dr.  A.  G.  Herrera,  Chi- 
huahua City,  Mexico,  and 
Dr.  Louis  G.  Jekel,  Phoe- 
nix, members  of  the  ex- 
ecutive committee. 

Phoenix  was  selected 
as  the  site  for  the  1955 
meeting. 

Born  in  New  York  City, 

Dr.  Bank  received  his 
M.  D.  degree  from  Jeffer- 
son Medical  College  of 
Philadelphia,  practiced  in 
Philadelphia  and  served 
as  Assistant  Professor  of 
Gastroenterology  at  the 
Graduate  School  of  Medi- 
cine at  the  University  of 
Pennsylvania.  He  moved 
to  Phoenix,  Arizona,  in 
1936. 

Dr.  Bank  is  a member 
of  the  American  Gastro- 
enterological Association, 
a Fellow  of  the  Philadel- 
phia College  of  Physicians 
and  a Diplomate  of  the 
American  Board  of  Inter- 
nal Medicine  and  Gastro- 
entero’ogy. 

He  is  the  author  of  26 
papers  published  in  na- 
tional medical  journals  in 
the  field  of  gastrointes- 
tinal diseases  and  is  a 
contributor  to  the  Cyclo- 
pedia of  Medicine. 

Dr.  Bank  served  in  the  Army  from  1942  to  1946 
and  served  as  Chief  of  the  Medical  Service  at  William 
Beaumont  Army  Hospital  in  El  Paso.  He  emerged 
from  the  service  with  the  rank  of  Lieutenant  Colonel. 

He  is  a member  of  the  Maricopa  County  Medical 
Society  and  the  Arizona  State  Medical  Association. 
He  is  president  of  the  Arizona  Society  of  Internists. 
He  has  been  a member  of  the  Southwestern  Medical 
Association  since  his  arrival  in  Phoenix  and  was 
general  chairman  for  the  1947  and  1950  conventions 
of  the  Association  which  were  held  in  Phoenix. 

At  the  Association’s  banquet,  Mac  F.  Cabal,  ex- 
ecutive secretary  and  general  counsel  of  the  American 
Academy  of  General  Practice,  was  the  principal 


speaker.  He  told  listeners  that  the  high  cost  of  medi- 
cal care  could  be  greatly  reduced  if  every  family  had 
a general  physician,  or  family  doctor,  to  supervise 
over-all  medical  care  and  serve  as  a family  health 
counselor. 

Mr.  Cahal  pointed  out  that  the  patient  who  attempts 
to  diagnose  his  own  illness  and  then  hops  from  spe- 
cialist to  specialist  endangers  his  own  health  and 
often  incurs  unnecessary  medical  expenses.  He  added 
that  specialists  are  necessary  in  every  field  of  medicine 
and  surgery  but  that  patients  should  first  consult  a 

well-trained  general  prac- 
titioner. The  family  doc- 
tors can  care  for  85  per 
cent  of  all  illness  and 
make  the  greatest  single 
contribution  to  the  pre- 
vention and  treatment  of 
disease. 

“Both  the  public  and 
the  medical  profession 
should  strive  to  see  that 
every  family  has  a family 
doctor,”  Mr.  Cahal  said. 
He  added  that  the  Ameri- 
can Academy  of  General 
Practice  has  focused  at- 
tention on  the  important 
role  of  family  doctors  in 
America’s  unparalleled 
medical  progress. 

“The  strength  and  value 
of  any  system  of  medical 
practice  must  rest  upon 
the  foundation  of  general 
practice,”  said  Mr.  Cahal. 
“It  can  be  no  better  than 
this  basic  foundation.  The 
consuming  public  has  a 
right  to  expect  competent 
family  doctors  who  will 
be  available  when  needed 
day  or  night.” 

“Our  system  of  medi- 
cal practice  will  function 
properly  only  if  each  fam- 
ily has  a family  doctor  as 
a health  consultant  and 
advisor,”  he  said.  “Furthermore,  the  cost  of  medical 
care  will  be  minimized  if  the  family  doctor  is  consulted 
first  in  all  cases  of  illness.  In  his  key  position  as 
advisor  to  the  family,  the  general  practitioner  is  and 
should  be  regarded  as  a specialized  practitioner  per- 
forming a service  that  cannot  properly  or  safely  be 
performed  by  any  other  type  of  practitioner,”  he  said. 

The  family  doctor,  he  continued,  does  not  regard 
his  patient  as  simply  a case  history  or  nothing  more 
than  a live  organism  subject  to  disease.  Instead,  he 
sees  his  patient  as  a part  of  society  and  can  relate 
disease  to  social  environment.  Cahal  said  that  the 
family  doctor  is  a student  of  sociology,  psychology, 
political  science,  economics  — and  medicine. 


Joseph  Bank,  M.  D. 


Other  Officers 


Officers  of  the  Southwestern  Medical  Association  elected  at  the  convention  were,  left  to  right,  first  row 


Dr.  A.  G.  Herrera,  Chihuahua  City,  member  of  the  executive  committee;  Dr.  W.  W.  Schuessler,  El  Paso, 
retiring  president;  Dr.  Joseph  Bank,  Phoenix,  new  president.  Second  row:  Dr.  John  Dettweiler,  Albuquer- 
que, N.  M.,  president-elect;  Dr.  Earl  Malone,  Roswell,  N.  M.,  vice-president;  Dr.  Maynard  Hart,  El  Paso, 
member  of  the  executive  committee,  and  Dr.  Celso  C.  Stapp,  El  Paso,  secretary-treasurer.  Dr.  Louis  G. 
Jekel,  Phoenix,  member  of  the  executive  committee  is  not  pictured. 
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(Left)  Chatting  in  the  exhibit  area  wei 
(I.  to  r.);  Dr.  L.  M.  Overton,  Albuquerqu 
and  Drs.  David  M.  Cameron  and  Herve 
Dietrich  of  El  Paso. 


( Below)  Holding  an  informal  conferen 
at  a session  break  were  (1.  to  r.):  Dr.  A. 
Herrera  and  Dr.  Carlos  Aguirre,  Chib 
City,  Chih.,  and  Dr.  A.  A.  Gernoet 


'I 

Section  Meetings... 
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A new  schedule  was  adopted  for  the  Association  meeting  which  made  possible  the  gathering  of  Special 
Sections  and  the  Academy  of  General  Practice  on  Wednesday,  the  general  meeting  on  Thursday  and  Friday, 
with  Saturday  completely  open  for  entertainment  and  relaxation.  One  of  the  Special  Sections  was  devoted 
to  Dermatology  with  a round-table  discussion  led  by  Dr.  John  H.  Lamb,  Professor  of  Dermatology  at  the 
University  of  Oklahoma  School  of  Medicine,  in  charge.  In  addition  to  the  section  meeting,  Dr.  Lamb  twice 
spoke  at  the  general  meetings.  His  topics  were  “Sun-Sensitive  Dermatoses”  and  “Fungus  Infections  of  Se- 
vere Type  (Deep  Mycoses).”.  Shown  here  at  the  Dermatology  Special  Section  are,  left  to  right:  Dr.  Robert 
Friedenberg,  Albuquerque;  Dr.  Leslie  Smith,  El  Paso;  Dr.  George  Rogers,  Phoenix;  Dr.  John  Ambler,  Denver; 
Dr.  Kenneth  Baker,  Tucson;  Dr.  Lamb;  Dr.  Louis  Jekel,  Phoenix;  Dr.  Redford  Wilson,  Tucson;  Dr.Seymour 
Shapiro,  Tucson;  and  Dr.  Robert  Snapp,  Phoenix. 


Anesthesiology  was  the  subject  of  another  Special  Section  with  Dr.  M.  Digby  Leigh  as  guest  speaker. 
Dr.  Leigh  is  chief  of  anesthesiology  of  the  Children’s  Hospital  in  Los  Angeles.  Shown  here,  left  to  right, 
ire  Dr.  Merle  D.  Thomas,  El  Paso;  Dr.  Frank  O.  Barrett,  El  Paso;  Dr.  Leigh;  Dr.  James  J.  Gorman,  El  Paso; 
,nd  Dr.  Valerie  Friedman  of  Espanola,  N.  M.  Dr.  Leigh  also  spoke  at  the  Academy  of  General  Practice, 
eading  an  informal  discussion  on  “Obstretrical  Anesthesia”  and  gave  a talk  on  “Preparation  of  the  Pediatric 
-’atient  for  Surgery.”  During  the  general  scientific  session  Dr.  Leigh  spoke  on  “Pediatric  Anesthesia”  and 
‘Anesthetic  Accidents.” 


Section  Meetings 

Otolaryngology  and  Ophthalmolo- 
gy were  the  subject  of  another  Spe- 
cial Section  with  Dr.  Kinsey  M. 
Simonton  and  Dr.  A.  E.  Maumenee 
as  guests.  Dr.  Maumenee  is  profes- 
sor of  surgery  in  Ophthalmology  at 
Stanford  University  School  of  Medi- 
cine and  Dr.  Simonton  is  associate 
professor  of  Otolaryngology  in  Mayo 
Foundation  at  Rochester,  Minn. 
Shown  at  the  round-table  discussion 
and  luncheon  are,  left  to  right  (clock- 
wise), Dr.  Maumenee;  Dr.  H.  W. 
Merideth,  Albuquerque,  N.  M.;  Dr. 
Phil  H.  Lovelace,  Phoenix,  Ariz. ; 
Dr.  Frederic  E.  Cressman,  Artesia, 
N.  M.;  Col.  Robert  R.  Kelley,  Wil- 
liam Beaumont  Army  Hospital,  El 
Paso;  Dr.  George  Robertson,  Albu- 
querque, N.  M.;  Dr.  Oscar  Thoeney, 
Phoenix;  Dr.  Simonton;  and  Dr. 
James  Walsh,  Douglas,  Ariz.  Dr. 
Walsh  was  moderator  for  the  sec- 


i tion  meeting. 


Orthopedic  surgeons  of  the  Soutli- 
- west  held  a special  section  in  con- 
junction with  Arizona  chapter  of 
■ the  Western  Orthopedic  Association. 
Shown  at  luncheon  are:  Dr.  J.  W. 
Courtner,  Tucson  (profile) ; back  row 
from  left,  Dr.  David  M.  Cameron, 
El  Paso;  Dr.  Harold  Boyd,  Camp- 
jj  bell  Clinic,  Memphis,  who  was  guest 
: speaker;  Dr.  Louis  W.  Breck,  El 
Paso;  Dr.  Philip  G.  Derickson,  Tuc- 
| son;  right  foreground,  Dr.  W.  C. 
: Peterson,  Albuquerque;  Dr.  John 
; Ricker,  Phoenix;  and  Dr.  Warren 
i A.  Colton,  Phoenix.  Dr.  Boyd  also 
j spoke  at  the  session  of  the  Academy 
{ of  General  Practice  on  “The  Man- 
jj  agement  of  The  Fractured  Hip  in 
j the  Aged,”  and  in  the  general  scien- 
I tific  session  on  “Reconstructive  Or- 
f thopedic  Procedures  of  Interest  to 
S The  Physician.” 


A section  on  Industrial  Medicindj 
had  Dr.  Jerome  W.  Schilling  a 
guest.  Dr.  Schilling  is  Medical  Dii 
rector  for  the  Pacific  Telephone  aiull 
Telegraph  Company  in  Los  Angeles  ! 
Shown  here  are,  left  to  right,  (fron  l 
row)  Dr.  Louis  Overton,  Albuquerl 
que;  and  Dr.  Schilling;  (back  row  I 
Dr.  Carl  Gans,  Morenci,  Ariz.;  ami 
Dr.  Russell  Holt,  El  Paso.  Dr.  Schili 
ling  spoke  at  the  General  Scientifil 
Session  on  “Occupational  Medicine! 
Yesterday,  Today  and  Tomorrow.1® 
Two  other  Special  Section  meet 
ings  were  held.  They  were  a Gyne 
cology-Obstetrics  meeting  with  Dr  !5 


Willard  M.  Allen  as  guest,  and 


section  on  Orthopedics  with  Dr 
Harold  Boyd  as  guest.  Dr.  Allen  i 
Professor  of  Obstetrics  and  Gyne 
cology  at  Washington  Universit; 
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At  The  Banquet... 


Mac  F.  Cahal,  executive  secretary, 
American  Academy  of  General  Practice, 
Kansas  City,  spoke  on  public  relations  at  the 
banquet.  Seated  at  his  left:  Dr.  Willard  W. 
Schuessler,  outgoing  president;  Mrs.  Joseph 
Bank,  and  Dr.  John  H.  Dettweiler,  Albuquer- 
que, new  president-elect. 


Dr.  Harold  B.  Boyd  (1.),  associate  professor 
of  orthopedic  surgery,  University  of  Tennessee! 
School  of  Medicine,  Memphis,  and  Dr.  David 
Cameron,  El  Paso,  got  off  in  a quiet  corner  I 
to  talk. 


Enjoying  the  party  given  by  Southwestern  Surgical  Supply  Co., 
re  (1.  to  r.):  Dr.  and  Mrs.  Frank  Golding,  El  Paso;  Dr.  Jerome 
Schilling  medical  director,  Pacific  Telephone  and  Telegraph  Co., 
Angeles,  who  spoke  on  industrial  medicine;  and  Dr.  and  Mrs. 

Ioward  Marshall  and  Dr.  George  Turner,  past  president  of  the 
exas  Medical  Association,  all  of  El  Paso. 


;> 


— 


I 
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(Below)  Mac  F.  Cahal  (1.  to  r.),  executive  secretary,  Ameri- 
can Academy  of  General  Practice,  Kansas  City,  with  Dr.  L.  S. 
Evans,  Las  Cruces,  president,  New  Mexico  Academy  of  Gen- 
eral Practice,  and  guest  speakers  Dr.  A.  E.  Maumenee,  profes- 
(Below)  Congenial  hosts  at  the  Southwestern  sor  of  surgery  in  ophthalmology  Stanford  University  School 

irgical  Supply  Co.  party  were  (1.  to  r.) : George  of  Medicine,  San  Francisco,  and  Dr.  K.  M.  Simonton,  associate 

iddleston,  Loy  Stockton,  and  Tom  Hurd.  professor  of  otolaryngology,  Mayo  Foundation,  Rochester,  Minn. 


Visiting  The  Exhibits... 


Drs.  George  W.  Duane  (1.),  and  Robert  Weed  learn 
| about  Palvite,  multi-vitamin  liquid  preparation,  from 
i R.  C.  Miller,  Ethical  Pharmaceutical  Co.,  San  Antonio,  (r.). 


(Below)  Joe  G.  Craig  (second  from  left),  Searle,  gives 
information  on  his  company's  new  products  to  Drs.  M.  D. 
Thomas  (1.),  John  W.  Redelfs,  and  Alfred  Sorensen, 
all  of  El  Paso. 


Dr.  John  Ricker  (1.),  and  Dr.  W.  A.  Colton,  Jr.,  (r.)  L; 
both  of  Phoenix,  inspect  the  latest  selections  of  the  L" 
W.  B.  Saunders  Co.,  shown  by  L B.  Shaver. 


R.  L.  Watson,  of 'the  R.  L.  Watson  Co.,  demonstrate 
use  of  the  Medcolator  on  Augusta  Leeper,  conventio 
secretary. 


(Below)  T.  B.  Moore,  (1.)  General  Electric  Co.,  ex 
plains  operation  of  company’s  Cardioscribe  to  Dr.  Ricard 
.Alvarez,  Mexico  City,  resident  at  Hotel  Dieu,  El  Pasc 


At  Parke,  Davis  exhibit,  (1.  to  r.)  Dr.  Howell  Randolph, 
Phoenix,  and  Dr.  Willard  W.  Schuessler,  El  Paso,  imme- 
diate past  president,  Southwestern  Medical  Association, 
get  information  on  Intribex  from  Parke,  Davis  represen- 
tatives Tom  Gorman  and  B.  H.  B jorum. 
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Visiting  The  Exhibits... 


Joe  C.  Marvin  (second  from  r.),  representing  Don 
ixter,  Inc.,  shows  oxygen  connecting  tube  to  Dr.  Joseph 
ink,  Phoenix,  president,  Southwestern  Medical  Associa- 
■n;  Col.  George  E.  Edwards  (ret.),  former  commanding 
ficer,  William  Beaumont  Army  Hospital,  El  Paso;  and 
O.  W.  Thoeny,  Phoenix,  president,  Arizona  State 
edical  Society,  at  Baxter-Denver  Fire  Clay  booth. 


Dr.  H.  W.  Gillett  (r.),  Lovington,  N.  Mex.,  gets  infor- 
mation on  Fosfree  from  H.  N.  Walsdorf,  Mission  Phar- 
macal  Co. 


Capt.  W.  F.  Hasskarl,  Biggs  Air  Force  Base,  Tex., 
ith  George  Kennedy,  representative  of  Mead  Johnson 
id  Company. 


At  Squibb  exhibit,  representatives  (1.  to  r.)  R.  J. 
Friesen,  Denver,  and  Hank  DuBose,  El  Paso,  describe 
merits  of  Rubragran,  hematinic  product,  to  Roswell  phy- 
sicians, Drs.  E.  L.  Malone  and  E.  W.  Lander. 


(Below)  The  exhibit  of  the  A.  H.  Robins  Co.,  Inc., 
latured  the  company’s  best-known  products,  including 
)onnatal  Plus  (in  tablets  or  elixir). 


(Below)  Frank  E.  Miller  (1.),  Lippincott  represen- 
tative, answers  questions  of  Dr.  J.  W.  Laws,  El  Paso, 
and  Dr.  Jim  Camp,  Pecos  (r.),  who  was  named  General 
Practitioner  of  Texas  in  1950. 


Visiting  The  Exhibits... 


George  Hiddleston  (r.),  Southwestern  Surgical  Sup- 
ply Co.,  shows  Castle  Speed-Clave  to  Dr.  J.  A.  Bernard, 
El  Paso,  program  chairman  for  the  convention. 


Dr.  K.  M.  Simonton,  (center),  Mayo  Clinic,  Rochester, 
Minn.,  gets  information  on  Jlotycin  from  Eli  Lilly  and  Co. 
representatives  W.  E.  McIntosh  (1.)  and  J.  W.  Anderson. 


(Upper  Left)  Josie  the  chimp,  held  by  Pfizer  repre- 
sentative John  Hart,  reaches  for  the  Terramycin.  Her 
jacket  proclaimed,  “Terramycin  is  proven.”  Saturday, 
Pfizer  sponsored  a golf  tournament,  which  was  won  by 
Dr.  John  H.  Dettweiler,  Albuquerque,  with  a 72. 


(Upper  Right)  Drs.  George  Schlenker  (1.)  and  William 
Coldwell  (r.),  both  of  El  Paso,  stopped  to  talk  at  U.  S 
Vitamin  Corp.  booth  with  representatives  Fred  Wiley 
El  Paso,  and  Guy  W.  Anderson,  Dallas. 


(Left)  Josie  decided  to  help  Augusta 
Leeper,  at  the  registration  desk,  and  here 
works  busily  at  the  typewriter. 
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Frederick  P.  Bornstein,  M.D.,  Editor  — Case  No.  A-304 
Presentation  of  Case  by  Dr.  Charles  P.  C.  Logsdon 


Dr.  C.  G.  Brown: 

This  was  the  first  El  Paso  General  Hospital 
admission  for  this  56-year-old  Latin  Amer- 
ican male,  who  entered  with  the  chief  com- 
plaint of  extreme  dyspnea  of  48  hours  dura- 
tion. His  dyspnea  was  so  great  that  all  his 
energies  had  to  be  directed  toward  the 
mechanics  of  respiration.  The  patient  stated 
that  he  was  in  good  health  until  approximate- 
ly three  months  ago,  at  which  time  his  respi- 
ratory difficulty  first  began  with  rather  mild 
difficulty,  chiefly  in  the  expiratory  phase  of 
respiration. 

This  condition  became  progressively  worse, 
occurring  in  sieges  or  attacks,  and  the  pa- 
tient was  told  by  a physician  that  he  had 
asthma.  The  patient  denies  ever  having  asth- 
matic attacks  prior  to  three  months  ago. 
Two  days  prior  to  admission  the  patient 
noted  the  onset  of  severe  respiratory  dif- 
ficulty, unaccompanied  by  pain  or  other 
symptoms. 

More  Severe 

This  episode  resembled  those  which  had 
previously  occurred  except  that  it  was  much 
more  severe.  There  was  both  inspiratory 
and  expiratory  difficulty,  with  the  expirato- 
ry phase  being  the  most  severely  embar- 
rassing. He  was  brought  to  the  El  Paso 
General  Hospital  Emergency  Room  one  day 
prior  to  admission  and  informed  that  he  had 
asthma.  He  was  given  intravenous  amino- 
phylline  with  some  relief  and  referred  to  a 
private  physician  for  further  care. 

Some  42  hours  prior  to  admission,  while 
walking,  the  patient  suddenly  lost  conscious- 
ness for  an  unknown  period  of  time,  without 
any  preceding  aura  or  warning  of  any  kind. 
On  regaining  consciousness  he  noted  that  the 
extreme  respiratory  difficulty  had  returned. 
The  patient  stated  that  he  had  had  a “chest 
cold”  for  two  to  three  days  prior  to  admis- 
sion and  some  fever  with  a cough  productive 
of  mucous  only.  He  denied  episodes  of  hemo- 
pytis,  recent  alcoholic  intake,  chest  pain, 
right  upper  quadrant  pain,  or  dependent  ed- 
ema. 

Past  History 

The  past  history  of  this  patient  is  es- 
sentially negative.  The  patient  denied  respi- 


ratory disease  other  than  upper  respiratory 
infection  prior  to  three  months  before  admis- 
sion. He  also  denied  rheumatic  fever,  syph- 
ilis, chest  pain,  orthopnea,  dependent  edema, 
palpitation,  or  other  symptoms  or  conditions 
referable  to  the  cardio-vascular  system. 

The  family  history  was  negative  for  asth- 
ma or  other  allergic  disease  manifestations. 

Physical  Examination 

The  physical  examination  revealed  a tem- 
perature of  102°,  pulse  120,  respirations  55 
and  blood  pressure  of  170/110.  The  patient 
was  a 56-year-old  Latin  American  male  sit- 
ting upright  in  bed  with  tremendously  la- 
bored respirations,  using  all  accessory  mus- 
cles of  respiration.  The  expiratory  phase  was 
prolonged  and  was  accompanied  by  an  aud- 
ible wheeze.  The  lips  and  nails  were  cyano- 
tic. The  remainder  of  the  skin  was  negative. 
The  head,  eyes,  ears,  nose,  and  mouth  were 
essentially  negative.  Examination  of  the 
neck  revealed  the  trachea  to  be  deviated  to 
the  right  and  a tracheal  tug  was  palpable. 
The  anterior-posterior  diameter  of  the  chest 
was  increased  and  the  respiratory  rate  was 
55/minute  with  markedly  prolonged  and  dif- 
ficult expiratory  phase.  The  point  of  maxi- 
mum impulse  of  the  heart  was  palpable  at 
the  fifth  intercostal  space  at  the  mid  cla- 
vicular line,  and  was  very  faint.  The  heart 
rate  was  120/minute,  rythm  regular  and 
heart  sounds  faint.  No  murmurs,  shocks,  nor 
thrills  were  noted.  The  fremitus  in  the  lungs 
was  normal;  some  dullness  to  percussion  was 
noted  in  the  right  base,  anteriorly  and  pos- 
teriorly. The  expiratory  phase  was  relative- 
ly long  and  labored.  Breath  sounds  were  in- 
creased anteriorly  and  posteriorly  in  the 
right  base,  and  moist  rales  were  noted  in  the 
same  area.  Inspiratory  and  expiratory 
wheezes  were  heard  throughout  both  lung 
fields.  The  liver,  spleen  and  kidneys  were 
not  palpable.  No  abnormal  masses  nor  ten- 
derness was  noted  in  the  abdomen.  No  fluid 
was  present.  The  neurologic  examination 
was  physiologic  in  all  respects.  The  remain- 
der of  the  physical  examination  was  non- 
revealing. 

Laboratory  Urinalysis 

The  laboratory  urinalysis  revealed  a speci- 
fic gravity  of  1.026  ; albumin  — heavy  trace ; 
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sugar  — negative;  WBC  of  0-2/hpf ; casts  — 
rare  coarsely  granular.  The  CBC  was : RBC 
3.45  mill. ; Hbg  11.4  grn. ; WBC  12,050 ; Diff. : 
Stabs  7,  segs  84,  lymphs  7 and  monos  2. 
The  sputum  showed  gram  positive  diplococci 
resembling  pneumococci  and  gram  positive 
cocci  resembling  staphylococci.  The  serologic 
examination  revealed  a positive  Kolmer  and 
a positive  Kahn  of  128  units. 

The  electrocardiogram  was  essentially  nor- 
mal and  of  low  voltage. 

The  x-ray  findings  were  consistent  with 
atelectasis  with  pneumonitis  at  the  right 
base  and  an  aneurysmal  dilatation  of  the 
aorta. 

Hospital  Course 

The  patient’s  hospital  course  extended  over 
a seven  day  period.  During  this  time  he  had 
several  rather  severe  episodes  of  respiratory 
distress  for  which  he  received  aminophylline 
both  by  suppository  and  intravenous  routes, 
adrenalin  in  oil  on  one  occasion,  and  alevaire- 
aerolin  inhalations  with  oxygen ; all  with 
some  apparent  degree  of  relief.  The  patient 
was  also  placed  on  penicillin  to  combat  his 
pneumonia.  Approximately  18  hours  prior 
to  death,  the  patient’s  respiratory  distress 
became  even  more  severe  and  he  became 
quite  cyanotic  and  apprehensive.  Loud  whis- 
tling and  wheezing,  expiratory  and  lesser  ins- 
piratory sounds  were  noted  throughout  both 
lungs.  The  afore  mentioned  drugs  were  tried 
without  success;  therefore,  the  patient  was 
removed  to  the  operating  room  and  etherized 
in  an  attempt  to  relieve  his  attack.  The 
etherization  proved  of  no  value  and  the  pa- 
tient was  digitalized  with  1.6  mgm  cedilanid 
intravenously  by  the  advice  of  the  staff 
physician  since  the  heart  rate  had  risen  to 
approximately  140  and  more  rales  were  be- 
ginning to  appear.  Shortly  thereafter  the 
heart  rate  slowed  and  the  lungs  became  some- 
what drier,  although  the  severe  respiratory 
battle  continued  until  the  patient’s  entire  ef- 
forts were  directed  at  breathing.  Approxi- 
mately 18  hours  after  the  onset  of  this  siege, 
the  patient’s  respirations  became  progres- 
sively weaker  and  ceased. 

X-RAY  DISCUSSION: 

Dr.  Vincent  Ravel: 

The  first  x-ray  was  taken  on  May  24  and 
the  second  one  was  taken  on  July  8.  The  out- 
standing feature,  of  course,  on  both  these 
examinations  is  the  widening  of  the  superior 
mediastinum  with  the  displacement  of  the 
trachea  to  the  right.  This  widened  medias- 
tinum superiorly  with  the  displacement  of 
the  trachea  to  the  right  is  quite  characteris- 
tic of  an  aneurysmal  dilatation  of  the  aorta. 


Fig.  1 

(Fig.  1)  The  question  was  brought  up  as  to 
whether  or  not  there  was  any  significant 
change  in  the  size  of  the  aortic  arch  between 
the  two  examinations.  If  the  aorta  had 
changed  considerably  by  being  either  greatly 
enlarged  or  smaller  that  would  be  of  consi- 
derable significance  insofar  as  the  differen- 
tial diagnosis  concerning  this  patient  is 
concerned ; however,  as  you  can  see,  there  is 
no  significant  change  in  the  mediastinum. 
The  only  changes  in  the  two  examinations 
are  the  changes  at  the  right  base  which 
consist  of  an  atelectasis  and  an  accompany- 
ing pneumonitis.  So  that  the  findings  from 
the  Roentgen  standpoint  on  this  patient  are : 

1.  An  aneurysmal  dilatation,  an  aortic 
type  aneurysm,  most  probably  syphilitic 
in  origin. 

2.  A secondary  accompanying  pneumoni- 
tis with  atelectasis  at  the  right  base. 

Question : 

Is  either  one  of  those  films  a portable 
film? 

Dr.  Ravel: 

Neither  one  is  portable.  These  are  both 
6 ft.  films,  and  the  only  changes  that  I can 
identify  are  those  that  are  very  obvious.  If 
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there  is  something  hidden  here  like  a car- 
cinoma,, metastases  to  the  mediastinum  or  a 
bronchogenic  lesion,  I can’t  identify  it  on 
these  films. 

DIFFERENTIAL  DIAGNOSIS: 

Dr.  Charles  P.  C.  Logsdon: 

There  are  two  or  three  things  that  im- 
pressed me  about  the  history:  1.  the  patient 
had  a three  months  history  of  asthma; 
2.  three  days  before  he  came  into  the  hos- 
pital he  developed  a cold  with  a productive 
cough;  3.  12  hours  before  he  came  into  the 
hospital  he  lost  consciousness,  following 
which  he  was  brought  in  very  dyspeneic  and 
asthmatic.  I saw  the  patient  at  the  time  he 
was  brought  in  or  came  in  to  the  accident 
room,  three  months,  I believe,  before  admis- 
sion. At  that  time  there  didn’t  seem  to  be 
anything  unusual  about  the  man,  except  that 
he  had  bronchospasm.  I examined  him  very 
briefly  on  my  way  from  the  clinic  over  to 
the  hospital  and  found  no  evidence  of  cardiac 
asthma,  and  he  was  sent  home.  It  is  of  course, 
rather  unusual  for  a man  of  that  age  to  devel- 
op bronchial  asthma  when  he  should  be  devel- 
oping cardiac  asthma.  A few  months  later  he 
showed  up  again.  When  I saw  him  this  time 
he  was  on  the  operating  table  upstairs  af- 
ter having  been  in  the  hospital  for  several 
days.  At  that  time  he  was  quite  cyanotic ; 
his  face  and  his  arms  and  hands  were  a little 
bit  puffy,  and  he  was  having  a great  deal  of 
respiratory  difficulty.  However,  he  did  not 
appear  to  be  a patient  dying  of  status  asth- 
maticus  although  there  was  considerable  ex- 
piratory and  inspiratory  wheezing. 

No  Pain 

All  this  man’s  illness  — the  onset,  the  in- 
termittent bouts  of  asthma,  the  different 
developments  and  the  progression  of  his  ill- 
ness were  all  unaccompanied  by  pain.  Pain 
was  something  that  the  man  had  never  com- 
plained of.  While  we  do  have  dissecting  aneu- 
rysms without  pain,  I dare  say  that  no  dissect- 
ing aneurysm  that  had  been  as  intermittent 
in  its  development  and  progression  as  this  one 
would  ever  terminate  without  pain  at  some 
time  or  other  in  the  course  of  the  aneurysm. 
Too,  we  would  have  to  assume  that  it  had 
been  a dissecting  aneurysm  from  the  very 
first  because  we  do  have  an  aneurysm.  Dis- 
secting and  syphilitic  aneurysms  are  two 
different  pathological  conditions  and  if  it  is 
a syphilitic  aneurysm,  that  almost  excludes 
dissection.  It  will  rupture  but  it  won’t  dis- 
sect. So  I find  it  very  hard  to  believe  that 
the  man  did  have  a dissecting  aneurysm.  At 
the  time  he  was  in  the  operating  room,  his 
heart  sounds  were  very  faint  but  he,  at  least 
on  physical  examination  and  radiographical- 


ly too,  seemed  to  have  quite  a lot  of  lung 
space.  The  question  of  coronary  occlusion 
was  not  seriously  considered  because  of  the 
electrocardiogram  which  was  taken  on  this 
admission. 

Diagnosis 

So  the  only  diagnosis  that  I think  is  very 
feasible,  very  tenable,  is  the  diagnosis  of 
aneurysm,  probably  syphilitic  with  an  inter- 
mittently developing  pressure  on  the  trachea 
and  on  the  right  bronchus.  The  episode  of 
loss  of  consciousness,  I wouldn’t  know  exact- 
ly how  to  interpret.  That  is  seen  rather  fre- 
quently in  dissection  of  the  aorta  but  just 
how  it  would  occur  here  I don’t  know. 
Terminally  I presume  from  the  appearance 
of  the  man  that  he  was  obstructing  the  su- 
perior vena  cava  as  well  as  the  trachea  and 
bronchus.  He  had  a very  unusual  blood 
count;  as  I recall  he  had  over  90  percent 
polys.  The  last  time  that  I discussed  a case 
here  I ignored  a white  blood  count  of  that 
type  and  it  turned  out  to  be  very  important. 
I presume  that  it  was  produced  here  by  the 
pneumonitis  that  was  seen  at  the  right  base. 
Those  are  about  the  only  diagnoses  that  I 
think  are  tenable. 

Dr.  Bornstein: 

Thank  you,  Dr.  Logsdon.  How  do  you  in- 
terpret his  asthma?  I am  not  quite  clear  on 
that  point. 

Dr.  Logsdon: 

Pressure  on  the  trachea  and  on  the  bron- 
chus. Naturally  you  would  expect  a certain 
amount  of  reflex  spasm  too. 

Dr.  Bornstein: 

A more  or  less  mechanical  thing  then. 

Dr.  Logsdon: 

Yes,  mechanical  and  reflex. 

Dr.  Jack  C.  Posllewaite: 

An  aneurysm  of  the  ascending  aorta  is  the 
aneurysm  of  symptoms,  the  transverse  aorta 
is  the  aneurysm  of  signs,  the  posterior  is  the 
silent  one,  isn’t  it? 

Dr.  Logsdon : 

Yes. 

Dr.  Postlewaite: 

Which  is  this  one? 

Dr.  Logsdon : 

This  one  is  an  aneurysm  of  signs. 

Dr.  Postlewaite: 

Do  we  have  any? 

Dr.  Logsdon : 

Yes.  He  had  tracheal  deviation. 
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Dr.  Postlewaite: 

He  did  have.  How  about  Horner’s  and  so 
forth  ? 

Dr.  Logsdon : 

He  did  not  have  that.  As  for  the  dif- 
ference in  arterial  pulsations  on  the  two 
sides,  I don’t  think  that  it  would  be  reliable 
in  a patient  in  the  condition  that  this  man 
was  in. 

Dr.  Postlewaite : 

Is  this  admission  the  only  record  of  the 
patient’s  blood  pressure  being  hypertensive? 

Dr.  Logsdon: 

When  I saw  him  first  in  the  emergency 
room  he  was  not  hypertensive. 

Dr.  Postlewaite: 

Well,  the  only  problem  that  I’ve  thought 
to  bring  up  is  the  differential  diagnosis.  To 
me  this  is  a mass  in  the  mediastinum.  Now 
the  question  is  we  may  all  have  seen  red 
herrings  in  diagnosing  this  thing  as  vascular 
in  origin  at  all.  If  this  were  a dissecting 
aneurysm  one  would  have  expected  his  prob- 
lem to  be  bleeding  to  death.  He  would  have 
had  findings  perhaps  of  pulmonary  conges- 
tion secondary  to  obstruction.  Bronchial 
obstruction  by  a dissecting  aneurysm  is  cer- 
tainly a terminal  affair.  Those  patients  die 
by  having  a cardiac  tamponade.  It  does  not 
seem  to  be  the  problem  that  has  occurred  in 
this  patient.  Now  other  infectious  origins  of 
aneurysm  are  perhaps  minor  compared  to 
syphilis.  One  must  consider  then  another 
cause  of  mediastinal  mass.  From  the  stand- 
point of  degenerative  disease,  Dr.  Logsdon 
has  mentioned  the  case  for  arteriosclerosis, 
and  from  the  standpoint  of  any  metabolic 
problem  of  the  mediastinum,  this  man  is  too 
old  to  have  lived  that  long  to  have  created 
any  of  the  peculiar  problems  associated  with 
lipoid  diseases  and  so  forth.  I suggest  that 
Dr.  Logsdon  is  right,  that  it  is  a syphilitic 
aneurysm. 

CLINICAL  DIAGNOSIS:  Chronic  asthma. 

DR.  LOGSDON’S  DIAGNOSIS:  Syphilitic 

aneurysm. 

ANATOMICAL  DIAGNOSIS:  Bronchial  asth- 
ma; bronchopneumonia  of  left  lower 
lobe;  syphilitic  aortitis;  aneurysm  of  aor- 
ta with  compression  of  trachea. 

PATHOLOGICAL  DISCUSSION: 

Dr.  F.  P.  Bornstein 

All  the  essential  findings  were  in  the  chest. 
The  heart  was  not  particularly  remarkable. 
It  certainly  was  not  hypertrophied.  Directly 
above  the  aortic  valve,  the  aorta  was  con- 


siderably dilated.  The  intima  of  the  aorta 
was  grayish-white  and  thickened  and  with 
the  typical  grayish-white  scars  of  syphilitic 
aortitis.  In  the  region  of  the  arch  the  aorta 
formed  an  aneurysmal  dilatation  which  mea- 
sured 10  cm.  in  greatest  diameter.  The  inner 
surface  of  the  aneurysm  was  covered  partial- 
ly by  intima,  partially  by  large  masses  of 
thrombotic  material  such  as  are  commonly 
found  in  an  aneurysmal  sac.  The  aneurysm 
extended  posteriorly  and  compressed  the 
trachea  to  a considerable  extent  and  the 
trachea  was  pushed  over  to  the  right.  The 
maximum  point  of  compression  was  directly 
above  the  bifurcation  of  the  aorta.  Both 
lungs  were  hyperextended.  Upon  opening 
the  bronchi  the  entire  bronchial  tree  was 
filled  with  thick  mucinous  material  which 
extended  through  the  smaller  branches  of  the 
bronchi,  a picture  typical  of  status  asth- 
mathicus  due  to  bronchial  asthma. 

Typical  Signs 

Microscopically,  the  aorta  showed  the  typ- 
ical signs  of  syphilitic  aortitis.  As  far  as  the 
lungs  are  concerned,  the  following  items 
were  present:  a thickening  of  the  bronchial 
mucosa  with  hypertrophy  of  the  epithelial 
layers  and  of  the  glands  and  lymphocytic 
infiltration ; eosinophilic  infiltration  was 
absent.  In  addition,  the  left  lower  lobe  was 
consolidated  and  showed  the  typical  picture 
of  a chronic  organizing  pneumonia.  This 
probably  explains  the  white  count. 

I am  a little  bit  unsure  of  interpreting  the 
whole  picture.  I have  asked  several  people, 
and  I think  Dr.  Logsdon  believes  that  simple 
mechanical  compression  of  the  trachea  and 
the  main  bronchi  can  produce  a picture  in- 
distinguishable from  genuine  asthma.  Like 
many  other  conditions,  asthma  as  an  ana- 
tomical condition  is  better  diagnosed  grossly 
than  from  the  microscope,  being  a func- 
tional state.  You  can  take  a piece  of  skin 
and  diagnose  measles;  and  under  the  mi- 
croscope you  cannot,  and  I think  the  same 
is  true  of  the  asthmatic  lung.  Had  I just 
seen  this  lung  without  knowing  about  the 
aneurysm,  I would  have  been  quite  convinced 
that  this  man  died  in  a status  asthmaticus 
complicated  by  a bronchopneumonia. 

Question: 

Was  there  atelectasis? 

Dr.  Bornstein: 

No,  not  particularly  noticeable.  You  know, 
atelectasis  is  a variable  condition  and  de- 
pends on  how  much  obstruction  there  was 
at  a certain  time. 

Question : 

How  about  pneumonia  ? 
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Dr.  Bornstein : 

The  lower  half  of  the  left  lower  lobe. 

Question : 

Nothing  on  the  right? 

Dr.  Bornstein : 

Nothing  on  the  right. 

Question  : 

Except  for  the  pneumonia,  were  all  the 
other  lobes  equally  affected  with  emphysema  ? 

Dr.  Bornstein: 

Yes,  the  remarkable  part  of  that  were 
the  smaller  bronchi.  Histologically  wherever 
you  looked,  you  had  emphysema,  lymphocytic 
foci  and  the  glands  densely  infiltrated  but 
no  eosinophils  anywhere,  but  it  isn’t  even 
necessary  to  have  eosinophils  to  make  a 
diagnosis  of  asthma. 

Question : 

Was  the  patient  given  any  anti-luetic 
treatment  after  the  suggestion  in  July? 

Dr.  Bornstein: 

I didn’t  see  any  in  the  chart.  1 saw 
aminophylline.  I didn’t  see  any  cortisone 
which  I thought  might  have  explained  the 
absence  of  the  eosinophils,  but  we  have  to 
explain  it  without  that.  I’d  like  to  know  from 
the  clinicians  whether  they  feel  that  com- 
pression such  as  that  can  give  you  the  asth- 
matic picture  without  any  underlying  bron- 
chial asthma.  That  seems  to  me  to  be  the 
problem  in  this  case. 

A Physician: 

Well,  actually  I think  we  see  a lot  of  main 
bronchus  compression.  I bet  that  Dr.  Cohen 
has  seen  more  than  I’ll  ever  see,  with  the 
malignant  diseases  and  their  metastases  to 
the  mediastinum.  My  impression  is  that  to 
get  an  asthmatic  picture,  either  the  patient 
has  bronchospasms  due  to  infection  or  due 
to  a sensitivity  disease  or  finally  due  to  con- 
gestive failure  which  we  call  cardiac  asthma. 
Those  cardiac  asthmatics  often  are  the  black 
asthmatics,  and  they  are  not  hard  to  tell. 

Dr.  Bornstein: 

The  cardiac  asthmatics  are  easy  to  tell, 
I mean  pathologically.  You  find  a brown  in- 
duration of  the  lung  and  you  find  heart 
failure  cells  and  all  that  goes  with  it,  but  we 
didn’t  have  that  here.  I feel  sure  that  we 
can  exclude  this  as  a cardiac  asthma,  because 
the  structural  changes  in  these  lungs  are  not 
the  ones  of  cardiac  asthma. 

.4  Physician : 

I recall  a patient  whom  I had  treated  sev- 
eral times  for  bronchial  asthma.  She  re- 
sponded very  well  to  aminophyllin  and  other 


anti-asthmatic  remedies  until  finally  some- 
one else  was  smart  enough  to  do  a bronchos- 
copy on  her  and  found  a tumor  of  the  larynx. 
Removal  of  the  tumor  cured  that  patient  of 
her  asthma.  The  moral  of  the  story  is,  al- 
though her  difficulties  turned  out  to  be  a 
tumor  in  the  larynx,  her  response  to  ami- 
nophylline and  other  anti-asthmatic  remedies 
were  certainly  characteristic  of  an  ordinary 
bronchial  asthma. 

Dr.  Cohen: 

We  get  a so-called  local  asthma  in  patients 
with  obstruction  of  any  portion  of  the 
bronchial  tree.  We  get  typical  asthmatic 
symptoms  over  a single  area  depending  upon 
the  location  of  the  obstruction.  It  brings  out 
a point:  had  we  been  smart  enough  to  say 
that  this  man  had  something  obstructing 
both  his  bronchi  and  that  he  had  asthma, 
what  might  have  been  done  other  than  was 
done  to  have  improved  his  condition?  Where 
was  the  site  of  the  obstruction? 

Dr.  Bornstein: 

Right  above  the  bifurcation. 

Dr.  Cohen : 

I wonder  if  a tracheotomy  may  not  have 
helped  this  man  quite  a little  bit.  It  would 
have  done  two  things:  1.  it  would  have  given 
him  an  airway;  and  2.  it  would  have  allowed 
the  suction  of  his  secretions. 

Dr.  Bornstein: 

The  impressive  thing  is  that  there  are 
two  factors : 1.  the  shutting  off  of  the  main 
branch  by  the  aneurysm ; and  2.  the  obstruc- 
tion of  everything,  including  the  smallest 
bronchioli  by  the  thick  mucinous  material. 

Dr.  Appel: 

Dr.  Bornstein  would  be  the  one  to  tell  us 
more  about  the  course  of  syphilitic  aneu- 
rysms of  the  aorta,  and  whether  or  not  this 
is  very  common,  because  the  disease  is  so 
uncommon  nowadays  that  youngsters  such 
as  I don’t  see  very  much  of  it  except  at  the 
chronic  disease  hospital.  I would  like  to  ask 
you  — in  your  experience  as  a pathologist, 
and  seeing  aortic  arch  aneurysms  which  pro- 
duce trachea]  compression,  if  any  mention 
was  ever  made  about  the  fact  that  these 
people  for  some  time  develop  an  irritating 
disease  of  the  lung  which  simulates  bronchial 
asthma. 

Dr.  Bornstein: 

No,  I have  never  seen  it.  I can’t  find  it 
mentioned  anywhere  in  the  books.  I have 
never  seen  this  particular  complication,  but 
as  I said  I am  very  much  impressed  with  the 
(Continued  on  Page  565) 
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Narcosynthesis  in  the  Treatment  of  Cerebral  Palsy 

By  Herbert  E.  Hipps,  M.D.,  F.A.C.S.,  Waco,  Texas 


There  is  an  associated  psychic  factor  that 
is  present  to  some  degree  in  every  known 
organic  disease.  Particularly  is  this  true  in 
diseases  that  produce  crippling. 

A child’s  personality  may  change  complete- 
ly after  he  becomes  crippled.  An  emotionally 
normal,  mentally  alert,  cooperative  child 
often  becomes  shy,  retiring,  an  introvert, 
after  he  becomes  crippled.  He  often  loses  in- 
terest in  his  surroundings.  He  may  become 
dull  and  apathetic.  Sometimes  he  “gives  up”  ; 
sometimes  he  becomes  antagonistic  and  fre- 
quently he  becomes  markedly  uncooperative. 

When  these  psychic  changes  occur  they 
affect,  usually  adversely,  his  further  prog- 
ress. Thus  the  mind,  though  perhaps  prima- 
rily uninvolved  by  the  disease  process,  be- 
comes a definite  secondary  factor  in  ac- 
centuating or  prolonging  his  disability. 

Physic  Factor 

Why  can  not  this  psychic  factor  be  present 
also  in  the  Cerebral  Palsy  patient? 

A high  percentage  of  these  Cerebral  Palsy 
children  have  good  minds.  As  the  child 
grows  old  enough  to  become  cognizant  of  his 
disability,  he  becomes  self-conscious  and 
embarrassed.  Embarrassment  leads  to  clum- 
siness, thus  his  mental  condition  accentuates 
the  existing  motor  disability. 

We  have  seen,  frequently,  an  older  child 
with  one  arm  severely  involved,  an  almost 
useless  member,  but  the  parents  insist  that 
the  child  could,  and  did,  use  the  arm  much 
better  when  he  was  only  two  or  three  years 
old. 

Regression 

Is  this  regression  of  function  in  that  ex- 
tremity to  be  explained  by  a progressive 
impairment  of  his  Cerebral  motor  pathways, 
or  may  it  not  be  possible  that  this  hand 
function  has  regressed  because  of  his  mental 
and  emotional  attitude  toward  the  hand 
disability? 

Could  not  the  fear  of  ridicule  and  embar- 
rassment produce  a mental  block  toward  the 
use  of  that  hand  thus  cause  him  to  “hide” 
it  and  not  use  it  to  avoid  calling  attention 
of  others  to  it?  If  this  is  true,  then  his  hand 
function  may  have  regressed  because  of  the 
effect  of  his  mind  on  the  hand. 

Is  it  not  possible,  also,  that  the  Cerebral 
Palsy  child  who  is  overpetted,  or  pampered, 
or  who  is  favored  at  home,  because  of  his 
disability,  could  not  desire  to  get  well  since 
he  realizes  that  his  handicaps  is  the  reason 
he  is  favored? 


Much  Effort 

Just  recently,  I saw  a five  year  old  child 
who  had,  apparently,  a useless  spastic  right 
hand  and  arm.  Much  effort  had  been  ex- 
pended in  trying  to  get  him  to  use  this  hand, 
without  avail.  One  day  the  chair  in  which 
the  child  was  sitting  nearly  turned  over,  and 
the  child  quickly  grabbed  both  handles  of 
the  chair  with  both  hands.  If  this  child  had 
a completely  useless  hand  from  an  extreme 
degree  of  intracerebral  involvement,  then 
why  was  he  able  to  use  that  hand  so  well  to 
prevent  his  falling? 

Is  it  not  possible  that  there  might  be  some 
psychic  factor  present  here  which  we  must 
overcome  to  make  the  child  learn  to  use  that 
arm  ? 

I have  seen  patients  with  some  definite 
central  nervous  system  pathology,  such  as 
Multiple  Sclerosis,  who  could  not  move  one 
extremity  voluntarily  but  under  narcosyn- 
thesis that  patient  did  move  his  extremity  in 
the  way  he  was  commanded  to  do. 

These  facts,  plus  pure  unadulterated  cu- 
riosity, led  us  to  carry  out  the  following 
experiments. 

How  Tests  Were  Carried  Out 

Twelve  Cerebral  Palsy  patients,  ages  8 to 
23,  with  upper  extremity  involvement,  were 
selected  for  this  study.  Eight  were  Spastics 
and  four  were  Athetoids. 

The  degree  of  muscle  control  in  the  in- 
volved extremity  was  measured  in  each  of 
them  prior  to  the  narcosynthesis  with  three 
accurate  tests.  Then  the  patient  was  taken 
to  a quiet  darkened  room,  and  a small  amount 
of  Pentothal-Sodium  was  injected  slowly. 
While  it  was  being  given,  we  suggested  to 
him  constantly  and  repeatedly  that  when  he 
awoke  he  would  use  his  arm  better.  We  told 
him  that  he  need  not  be  embarrassed,  that 
he  positively  could  use  his  arm  better,  and 
that  he  could  learn  to  use  it  as  well  as  any- 
one, if  only  he  tried  hard  enough  and  worked 
long  enough  at  it.  We  constantly,  monoto- 
nously reiterated  that  he  would  use  his  arm 
better  when  he  awoke.  Usually  the  child  was 
allowed  to  sleep  for  fifteen  to  twenty  min- 
utes after  we  left  the  room.  Then  he  was 
awakened  and  was  taken  to  the  same  room 
where  the  preliminary  tests  were  given,  and 
the  same  tests  were  repeated. 

TESTS  AND  MEASUREMENTS  USED 
(1)  Circle  Coloring  Test 

A five  inch  circle  was  made  on  an  8 V2  x 11 
inch  white  sheet  of  paper.  This  paper  was 
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NARCOSYNTHESIS  IN  THE  TREATMENT 
of 

CEREBRAL  PALSY 


NAME 

AGE 

TYPE 

FIRST  TEST 

SECOND  TEST 

1 day  later 

THIRD  TEST 

1 week  later 

A.H. 

12 

Athetoid 

Improved 

No 

No 

S.J. 

16 

Athetoid 

Improved 

Improved 

Improved 

S.L. 

10 

Spastic 

Improved 

No 

No 

K.B. 

15 

Athetoid 

Improved 

Improved 

Improved 

W.H. 

23 

Spastic 

Improved 

Improved 

Improved 

V.B. 

14 

Spastic 

Improved 

Improved 

Improved 

D.R. 

15 

Spastic 

Improved 

No 

No 

T.H. 

14 

Athetoid 

Improved 

Improved 

Improved 

A.W. 

8 

Spastic 

Improved 

No 

Improved 

T.R. 

10 

Spastic 

Improved 

Improved 

Improved 

G.H. 

9 

Spastic 

Improved 

Improved 

Improved 

H.H 

12 

Spastic 

Improved 

Improved 

Improved 

firmly  fixed  on  a table  in  front  of  the  pa- 
tient. The  patient  was  seated  in  a chair,  he 
was  given  a crayon,  and  he  was  told  to  color 
the  circle.  He  was  given  a specific  period  of 
time  to  do  so. 

The  before  and  after  tests  were  always 
run  in  the  same  room,  in  the  same  chair,  at 
the  same  table,  and  with  the  same  size  circle, 
same  crayon,  and  of  course,  again  giving 
him  the  same  specific  period  of  time  to  wo'rk 
in. 

(2)  Bead  Stringing  Test 

The  patient  was  given  some  beads  to  thread. 
The  number  of  beads  he  could  thread  in  a 
specified  unit  of  time  served  as  a measure- 
ment. This  test,  too,  was  always  carried  out 
in  the  same  room,  with  the  same  beads,  un- 
der identical  conditions  in  each  instance. 

(3)  Peg  Transference  Test 

Eight  pegs  were  placed  in  eight  red  holes 
on  one  side  of  a peg  board.  The  child  was 
asked  to  transfer  these  eight  pegs  from  the 
left  side  of  the  board  to  corresponding  blue 
holes  on  the  opposite  side  of  the  board.  The 
period  of  time  necessary  for  him  to  effect 
this  transfer  served  as  an  accurate  measure- 
ment of  the  muscle  coordination  in  that  arm. 

Results 

The  table  gives  mcst  of  the  data. 

Almost  all  of  the  patients  showed  an  im- 
provement immediately  after  the  narcosyn- 
thesis treatment,  but  when  the  same  tests 
were  carried  out  the  next  day  and  one  week 
later  without  preliminary  narcosynthesis  the 
degree  of  improvement  was  not  so  great. 

No  child  was  made  worse. 

Three  children  became  more  cooperative 
in  their  work,  in  that  they  worked  longer 
and  harder  each  day  without  constant  ad- 
monitions from  the  physical  therapist. 

Conclusions 

It  is  strongly  probable  that  an  allied 
psychic  factor  does  exist  in  most  cases  of 
Cerebral  Palsy. 

Treatment  of  this  psychic  factor  probably 


will  improve  our  results  in  the  handling  of 
these  patients. 

We  realize,  after  having  talked  with  psy- 
chiatrists and  after  having  read  a lot  of 
literature  on  the  subject,  that  narcosynthesis 
itself  is  not  one  of  the  better  forms  of  psy- 
chiatric treatment,  hence  we  shall  not  at- 
tempt to  say  whether  this  psychic  factor 
should  be  treated  by  narcosynthesis  or  by 
some  other  psychiatric  method. 

We  do  believe  however,  that  the  Psychia- 
trist should  be  called  into  consultation  to 
help  in  the  treatment  of  many  of  these  pa- 
tients and  certainly  this  aspect  of  the  teach- 
ing-training program  of  the  Cerebral  Pal- 
sied needs  more  study  to  determine  its  true 
worth. 
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(Continued  from  Page  563) 
fact  that  anatomically  these  lungs  looked 
very  much  like  lungs  of  a status  asthmaticus. 

Or.  PostSewaite: 

I’d  like  to  say  one  more  thing.  From  the 
description  of  the  physical  findings  here  as 
given  on  the  first  page  of  the  history,  one 
would  be  hard  pressed  to  imagine  that  there 
was  chronic  emphysema  or  distention  in 
these  lungs.  The  excursion  of  the  diaphragm 
was  small,  and  nowhere  is  there  mention 
made  of  hyper-resonance  to  percussion.  It 
says  dullness  to  percussion  at  the  right  base. 
The  breath  sounds  were  increased  rather 
than  decreased.  Yet,  the  anterior-posterior 
diameter  of  his  chest  was  increased.  There 
was  no  evidence  on  chest  films  of  left  lobe 
pneumonia,  which  appears  to  be  quite  chronic 
in  your  postmortem  protocol.  This  just  shows 
how  we  can  overlook  a pulmonary  infection 
or  pneumonia  in  the  presence  of  pulmonary 
emphysema.  I think,  if  we  see  a temperature 
and  a high  blood  count  in  a patient  like  this, 
that  should  be  tip  off  enough,  especially  with 
a sputum  containing  pneumococci,  to  treat 
them  very  strenously  for  pneumonia. 
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The  College  Student  as  a Patient 

By  B.  F.  Jenness,  M.  D.,  Director  of  Health  Service,  Texas  Western  College,  El  Paso 


My  professional  association  with  college 
students  has  been  long  and  varied ; and  in 
college  practice  I have  come  to  regard  the 
parent-doctor-patient  relationship  as  the 
most  important. 

The  college  student  is  in  a category  by 
himself  when  it  comes  to  medical  consulta- 
tions. Emotionally  he  is  in  that  transitional 
stage  when  troubles  of  any  kind  may  be 
greatly  exaggerated,  or  ignored.  In  college 
the  ambition  to  overcome  educational  ob- 
stacles and  a striving  to  be  popular  build  up 
in  the  individual  a strange  and  sometimes 
unfathomable  complex. 

Certain  phases  of  this  complex  are  com- 
mon to  all  college  students.  They  are  not 
receptive  toward  advice — especially  medical. 
They  feel  that  such  advice,  if  accepted,  may 
curtail  their  social  or  even  curricular  activi- 
ties, and  time  on  the  sick  list  seems  to  them 
an  unnecessary  purloining  of  their  freedom. 

Indifferent  to  Illness 

Many  students  are  indifferent  to  the  se- 
riousness of  illness,  and  the  future  conse- 
quences of  neglected  medical  care.  Some  seem 
woefully  ignorant  of  the  rules  of  personal 
hygiene.  This  indifference  and  sometimes 
seemingly  belligerent  attitude  toward  mat- 
ters of  health  do  not  usually  indicate  a will- 
ful or  disobedient  trend  of  mind,  but  rather 
the  emotional  instability  of  all  teenagers. 
The  college  student  is  literally  bewildered  by 
the  conflicts  of  adolescent  adjustment.  In 
the  health  office,  therefore,  his  physical 
symptoms  soon  become  complicated  by  men- 
tal ones  — and  he  becomes  a psychosomatic 
case.  Too  often  the  imaginary  difficulties 
arising  in  the  medical  office  are  repercus- 
sions of  similar  difficulties  at  home.  The 
home  life  of  the  average  college  student  is 
a very  definite  and  important  factor  in  his 
medical  history  and  has  a direct  bearing  on 
the  prognosis  and  treatment  of  his  case. 

Strong  Word 

Most  physicians  have,  at  one  time  or  an- 
other, been  called  upon  to  use  the  persuasive 
voice,  or  the  strong  word  in  behalf  of  an 
anxious  mother  who  was  unable  to  get  a 
favorable  response  to  her  pleadings  with  her 
rather  defiant  offspring,  (of  college  age), 
to  go  to  bed  earlier,  eat  breakfast,  or  cease 
certain  outside  activities  which  are  interfer- 
ing with  his  studies.  I have  had  many  of 
these  experiences.  Such  conflicts  tend  to 


make  the  student  a medical  problem  which 
probably  is  not  found  in  any  other  class  of 
patients. 

It  is  not  the  purpose  of  this  article  to 
make  a statistical  report  of  tabulated  dis- 
eases and  injuries  of  college  students,  al- 
though I have  within  reach  some  10,000 
students’  health  cards  giving  such  records. 
I would,  however,  like  to  mention  briefly 
some  of  the  physical  reactions,  phobias  and 
obsessions  seen  in  these  young  patients  un- 
der certain  definite  medical  conditions. 

Real  Basis 

Many  of  the  phobias  which  harass  students 
of  a sensitive  nature  have  a real  physical 
basis.  For  example,  those  afflicted  with  un- 
sightly scars,  skin  eruptions  or  deformities 
may  object,  or  even  refuse  to  disrobe  suf- 
ficiently for  a physical  examination  in  the 
presence  of  their  schoolmates.  This  is  seen 
most  often  in  female,  and  Spanish- American 
students. 

Cases  of  asthenia  with  what  might  be 
called  a physical-inferiority-complex,  and 
cases  of  defective  vision  or  deafness  will 
strive  to  conceal  their  defects  by  efforts  to 
appear  normal.  Those  with  poor  vision  are 
often  too  sensitive  to  wear  glasses  and  will 
squint  at  the  blackboard  or  borrow  notes 
rather  than  sit  in  a front  seat  in  class. 

Fears  which  seem  to  be  without  sufficient 
cause  are  those  of  the  cosmetic  effects  of 
scars,  (not  the  fear  of  loss  of  function  of 
the  parts  affected),  fear  of  malignant  di- 
sease, and  apprehension  concerning  slight 
deformities  being  hereditary,  and  of  their 
being  transmitted  to  the  next  generation. 

Behavior  Peculiarities 

Peculiarities  of  behavior  are  frequently 
noted  among  student  patients.  Such  as  being 
averse  to  bandages,  splints  and  dressings  — 
these  appliances  cause  remarks  and  jeers 
from  fellow  students.  Patients  often  remove 
such  articles  of  treatment,  saying  that  “the 
wound  doesn’t  hurt”,  or  “the  dressing  fell 
off”. 

Cases  of  mild  psychosis  are  not  infre- 
quently seen.  These  conditions  may  often  be 
traced  to  unstable  conditions  in  the  home, 
or  personal  difficulties  with  financial  or 
romantic  causes. 

My  observation  of  schizophrenia  in  the 
Health  Service  is  limited  to  two  cases;  both 
of  these  had  a neurotic  family  history. 
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College  students  are  regarded  by  many  as 
being  among  the  healthiest  of  our  citizen 
groups.  The  treatment  of  four  thousand 
cases,  (not  students),  each  school  year  has 
convinced  me  that  this  is  not  true. 

Not  Screened 

They  certainly  are  not  a screened  group, 
for  many  diseases  and  defects  are  brought 
into  college  which  should  have  been  checked 
and  treated  in  the  grade  and  high  schools. 
These  defects  are  frequently  indirect  causes 
of  acute  conditions  seen  in  the  Health  Ser- 
vice. 

As  to  the  causes  and  treatment  of  current 
diseases  seen  in  college  practice,  I would  say 
that  three  main  conditions  are  the  underly- 
ing causes  of  nearly  all  minor  illnesses. 

Loss  of  sleep  leads  this  list  of  predisposing 
causes.  After  considerable  checking  I found 
that  the  average  college  student  retires  daily 
between  the  hours  of  twelve  midnight  and 
two  a.  m.  Needless  to  say  that  the  vitality 
of  these  students  is  below  par.  I have  been 
known  to  remark  that  the  average  student 
never  gets  a good  night’s  sleep  until  after 
graduation.  This  may  be  a slight  exaggera- 
tion — but  not  too  much  so ! 

Second  Cause 

The  second  most  frequent  cause  of  illness 

— usually  of  the  upper  respiratory  passages 

— is  unnecessary  exposure  of  the  overheated 
body  to  moving  desert  air,  causing  rapid 
evaporation  from  the  skin  with  consequent 
chilling,  and  internal  congestion. 

The  third  most  common  cause  of  illness  in 
college  students  is  lack  of  proper  diet,  and 
going  without  meals.  Snacks  at  the  “drive- 
in”  restaurants  late  at  night  seem  to  account 
for  much  of  the  gastro-enteritis  seen. 

From  laboratory  reports  the  staphylococ- 
cus leads  in  bacterial  causes  of  minor  infec- 
tions. Streptococcus  throats  run  in  series  of 
a dozen  or  more  cases.  Athletes  seem  to  have 
less  resistance  to  bacterial  infections  than 
other  students.  It  seems  likely  that  from 
daily  workouts  and  the  season’s  games  their 
intake  and  output  of  energy  is  balanced  al- 
most daily,  leaving  little  reserve  for  fighting 
infections. 

Tli  ree  To  Five  Visits 

Students  average  three  to  five  visits  to 
the  Health  Service  per  case,  and  they  may 
appear  on  the  records  as  repeaters  a dozen 
or  more  times  in  a semester.  The  “repeater” 
seems  to  be  characteristic  of  student  pa- 
tients; perhaps  due  to  the  lowered  vitality 
of  certain  individuals. 

Fractures  of  the  phalanges  and  metacar- 
pals  are  the  most  common  bone  lesions. 


Those  of  the  external  malleolus  of  the  fibula 
are  next  in  frequency.  Sprains  are  almost  a 
daily  occurrence.  All  sprains  seen  in  the 
Health  Service  are  X-rayed. 

Allergies  are  exceedingly  common.  Many 
students  come  to  the  Southwest  for  allergic 
rhinitis  and  asthma. 

Dermatitis  Frequent 

Fungus  infections  are  prevalent.  Derma- 
titis, particularly  the  contact  type,  is  fre- 
quently seen.  Many  other  minor  ailments, 
not  mentioned,  are  being  treated  daily,  but 
our  Health  Service  is  virtualy  an  out-patient 
clinic,  and  all  serious  cases  are  hospitalized 
and  referred  immediately. 

In  this  sketch  of  the  college  student  as  a 
patient,  I have  chosen  cases  at  random  from 
several  thousand  records  and  have  offered 
what  I considered  a fair  cross  section  of 
college  practice. 

In  closing  I would  say  that  in  no  field  of 
medicine  is  the  axiom,  credited  to  Plautus, 
more  applicable  than  to  college  medical 
work;  lie  said,  “Patience  is  the  best  remedy 
for  every  trouble”.  The  parent-doctor-patient 
relationship  certainly  requires  all  the  pa- 
tience and  sympathy  of  the  physician’s  art, 
and  especially  in  the  college  field  where  the 
confused  student’s  world,  like  Stevenson’s, 
“is  so  full  of  a number  of  things.” 

Dermatologists  to  Meet  in 
December  in  Chicago 

The  13th  annual  meeting  of  the  American 
Academy  of  Dermatology  and  Syphilology 
will  be  held  December  4 to  9 in  the  Palmer 
House,  Chicago. 

Two  new  round  table  panels  will  be  added 
this  year,  one  on  “Cutaneous  Testing”  and 
the  other  on  “Hereditary  Dermatoses.” 

Seven  special  courses  will  be  held  the  first 
two  days  at  Northwestern  University,  the 
University  of  Illinois  College  of  Medicine, 
in  the  Palmer  house,  and  at  Billings  Hospital 
of  the  University  of  Chicago.  The  courses 
will  include  histopathology,  mycology,  X-ray 
and  radium  therapy,  bacteriology  and  vir- 
ology of  the  skin,  anatomy  and  embryology, 
and  special  problems  in  dermatohistopathol- 
ogy. 


Physical  Medicine  and  Rehabilitation 

The  next  examinations  for  the  American 
Board  of  Physical  Medicine  and  Rehabilita- 
tion will  be  held  in  Philadelphia,  June  5 
and  6,  1955.  The  final  date  for  filing  ap- 
plications is  March  1,  1955.  Applications 
for  eligibility  to  the  examinations  should  be 
mailed  to  the  Secretary,  Dr.  Ear]  C.  Elkins, 
30  N.  Michigan  Ave.,  Chicago  2,  Illinois. 
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POLYSAL 

HELPS  YOUR  PATIENTS 


Polysal,  a single  I.V.  solution  to  build  electrolyte  balance, 
is  recommended  for  electrolyte  and  fluid  replacement  in 
all  medical,  surgical  and  pediatric  patients  where  saline  or 
other  electrolyte  solutions  would  ordinarily  be  given. 
Available  in  distilled  water — 250  cc.  and  1000  cc.  and  in 
5%  Dextrose  — 500  cc.  and  1000  cc. 


1 

POLYSAL  prevents  and  corrects  hypo- 
potassemia  without  danger  of  toxicity1 


INSTEAD  OF  U N PHYSIOLOGICAL 
“PHYSIOLOGICAL  SALINE”  MAKE 


2 

POLYSAL  corrects  moderate  acidosis 
without  inducing  alkalosis1 
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POLYSAL  replaces  the  electrolytes 
in  extracellular  fluid1 
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POLYSAL  induces  copious  excretion 
of  urine  and  salt1 
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An  Electrolyte  Solution  Approximat- 
ing Plasma  Concentrations  with 
Increased  Potassium  for  Routine 
Fluid  and  Electrolyte  Replacement.  CUTTER  Laboratories 
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no,  doctor,  they’re  not  all  alike... 


combined  vaccines  differ,  too 


Only  Cutter  Dip-Pert-Tet  Alhydrox®  gives 
you  all  these  advantages: 


Alhydrox  adsorption.  Alhydrox  (aluminum  hydroxide 
adsorbed)  is  a Cutter  exclusive  that  prolongs  the 
antigenic  stimulus  by  releasing  the  antigens  slowly 
in  the  tissues  to  build  more  durable  immunity. 


Maximum  immunity  against  diphtheria,  pertussis 
and  tetanus  with  uniformly  superior  antitoxin  levels. 

Fewer  focal  and  systemic  reactions  in  infants  because 
of  improved  purification  and  Alhydrox  adsorption. 

12  N.I.H.  pertussis  protective  units  per 
immunization  course  (1.5  cc.) 

Standard  Dosage  — 0.5  cc.  per  injection, 
only  three  injections. 

Supplied  in  1.5  cc.  vials  and  7.5  cc.  vials. 

Also  available:  famous  purified  Dip-Pert-Tet  Plain— 
a product  of  choice  for  immunizing  older 
children  and  adults. 


Try  it,  compare  it!  You’ll  see  why 
there  is  only  one 
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